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The shortest route m oral androgen therapy — 
by-passing the liver 


With Metandren Linguets the transmucosal absorption of methyltestos- 


terone permits direct passage into the bloodstream—by-passing the in- ‘ 
activating action of the liver and destruction by the gastric contents. 5 
The response to Metandren Linguets approximates that of injected le 
androgen. ) 
é re 
Metandren Linguets for buccal or sublingual administration provide e 
methyltestosterone about twice as potent per milligram as unesterified di 
testosterone.! ; a 

Metandren Linguets also provide —economy for the patient * convenience 

for doctor and patient + freedom from fear of injection * easily adjusted, 
uniform dosages. P 
Metandren Linguets are supplied in tablets of 5 mg. (white, scored) and tk 
10 mg. (yellow, scored); bottles of 30, 100 and 500. : 
: 


® ® 
ME ITAN DREN LINGUETS 
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You can prevent attacks in angina pectoris 


Prolonged prophylaxis 

Patients receiving Peritrate may obtain practi- 
cal freedom from anginal attacks for from 4 to 
5 hours with each dose. Russek and his col- 
leagues! clearly showed that the patient- 
Tesponse to Peritrate was comparable to the 
effect produced by nitroglycerin... but the 
duration of Peritrate’s action was “. . . consider- 
ably more prolonged.” 


Uncomplicated prophylaxis 

Prolonged protection given by Peritrate spares 
the patient the anxiety of waiting for pain to 
strike. Besides invaluable psychological support. 
Peritrate brightens the objective clinical picture 


—significant EKG improvement may be seen!” 
and nitroglycerin need greatly reduced in most.* 
A continuing schedule of only 1-2 tablets four 
times a day, before meals and at bedtime, will: 


1. reduce the number of attacks in almost 80 
per cent of patients?“ 

2. reduce the severity of attacks which cannot 
be prevented. 

Available in 10 mg. tablets in bottles of 100, 

500 and 5000. 


References: 


Russek, H. I.; Urbach, K. F.; Doerner, A. A., and 
nan, B. L.: J.A.M.A. 153:207 (Sept. 19) 1953. 2. Win- 

, and Humphrey P.: Angiology (Feb.) 1952. 

3. Plotz, M.: N. Y. State J. Med. 52:2012 (Aug. 15) 1952. 
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NEW NATIONAL RESEARCH 


COUNCIL STANDARDS* 


effector vitamins therany 


for vitamin therapy in stress situations 


PANALINS-T 


N.R.C. STANDARD THERAPEUTIC VITAMIN CAPSULE 


THERAPEUTIC 
NUTRITION 





Emphasizing that regular 
vitamin intake is essential to 
productive health and that 
stresses such as disease and 
injury profoundly affect nutri- 
tional requirements, the 
Committee on Therapeutic 
Nutrition of the Food and Nu- 
trition Board* recommends 
standard vitamin formula- 
tions for both maintenance 
and therapeutic dosage. In 
Panalins and Panalins-T, 
Mead Johnson & Company 
makes these authoritatively 
recommended formulations 
available to the medical pro- 
fession. 


Each Panalins-T capsule sup- 
plies: 





Thiamine eh mg. 
Riboflavin..... mg. 
Niacinamide............100 mg. 
Calcium pantothenate....20 mg. 


PONIES, Su saunatenuanne 
Folic acid........ 
Ascorbic acid... 
Vitamin By2.............06 
1 or 2 capsules daily. 
Bottles of 30 and 100. 





Panalins-T supplies im- 
portant water-soluble vita- 
mins in the high therapeutic 
potencies needed to pro- 
mote optimal recovery from 
disease or injury. Since the 
body cannot store appreci- 
able amounts of these vita- 
mins, regular provision 
of generous amounts is 
essential. 


to safeguard and maintain vitamin nutrition 


PANALINS 


N.R.C. STANDARD MAINTENANCE VITAMIN CAPSULE 


Each Panalins capsule supplies: 





i, OE Peer, eh 
Riboflavin er 
Niacinamide ae ..20 mg. 
Ascorbic acid............50 mg. 
Calcium pantothenate....5 mg. 
Pyridoxine............... 0.5 mg. 
Folic acid..............0.25 mg. 
Vitamin By2.............. 2 mcg. 
Vitamin A.............5000 units 
Vitamin D...............400 units 


1 or 2 capsules daily. 
Bottles of 100 and 500. 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. CZ 


Panalins supplies protective 
potencies of ten vitamins 
needed for maintenance of 
the good vitamin nutritiones- 
sential to productive health. 


a 
“’ Therapeutic Nutrition, 
Cc Ittee on Th +h 





Nutrition, Food and Nutri- 
tion Board, Publication 234, 
National Research Council. 
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the key 
to efficient, 
well-tolerated 


diuretic therapy 


“DICURIN 


SOLUTION 


(Merethoxylline Procaine, Lilly) 


May be given subcutaneously or intramuscularly with 
no pain or stinging on injection. A stable, ready-to-use 


mercurial diuretic. 


Dose: From 0.5 to 2 cc. daily. 


Supplied: In 2-cc. and 10-cc. ampoules. 


Order a supply of ‘Dicurin Procaine’ Solution today 
from your local pharmacist. You will appreciate its 


effectiveness and ready-to-use convenience. 
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and the older antacid tablets 
just won't disintegrate! 


now TR EVIDAL ‘tabiets 


break up in less than a minute, assuring 
rapid yet prolonged relief of hyperacidity. 


EACH TREVIDAL TABLET CONTAINS: 


Aluminum hydroxide gel, dried. . . 90mg. 
Magnesium trisilicate. . . . . . 150mg. 
Magnesium carbonate. . . . . . 60mg. 
Calcium carbonate. . . . . . .105mg. 


Balance of ingredients 
avaids constipation, 
diarrhea, or alkalosis 


Unique vegetable mucin 


supplies protective es 
coat to irritated Regonol**,. . . . . . . . - .100 mg. 


stomach lining 


Binder controls and 
extends antacid activity 


FF 


AVAILABLE IN BOXES OF 100 TABLETS, SPECIALLY STRIPPED FOR EASY CARRYING. 


+Cyamopsis tetragonoloba gum 
*Trade Marks 


@ Organon inc. + onANce, N. J. 
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Looking forward 


Papers and authors you will meet 
in the December issue. . . 


BWWWBBBBHBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBEBREBEEE 


A study of Prolonged Corticotropin 
Therapy in Rheumatoid Arthritis in 
a series of 100 patients, ranging in 
age from 18 to 84, is reported by 
H. G. Brugsch and J. D. C. Gowans 
of the New England Medical Center 
in Boston and the Department of 
Medicine, Tufts College Medical 
School. The long-range results were 
almost identical with those after 
oral cortisone therapy, but immedi- 
ate effects were somewhat quicker 
and more profound than with oral 
cortisone or oral hydrocortisone. 
Significant concomitant diseases 
such as old calcified tuberculosis le- 
sions were not altered. Geriatric pa- 
tients tolerate ACTH well, provided 
selective and screening criteria were 
rigidly applied. 
* 
In the ophthalmoscopic examination 
of elderly persons, it is often neces- 
sary to distinguish between changes 
in the eyeground which are merely 
the result of physiologic aging, and 
signs of early pathologic lesions. 
The diagnostically inconclusive 
changes in The Aging Retina are 
described and analyzed as to their 
possible significance by Paul Tower 
of Los Angeles. He stresses that 
only after the possibility of patho- 
logic changes has been ruled out, 
can marginal, slowly progressive al- 
terations of the fundus be ascribed 
to aging of the retina. 
a 


Certain personality alterations are 
inherent in the aging process, but 


many of these changes in age result 
from an individual’s experiences and 
habit. patterns, from the culture in 
which he lives, and from the degree 
to which his needs for self expres- 
sion and affection have been met. 
This fact should make us hopeful in 
dealing with the personality prob- 
lems of old age, says Karl M. Bow- 
man, medical superintendent of the 
Langley Porter Clinic in San Fran- 
cisco, since these acquired traits can 
often be modified or reversed. In 
Personality Development in Aged 
Adults, he makes suggestions on 
how to secure the older person’s 
optimum adjustment. 


Robert Lich, Jr., and Joseph E. 
Maurer of the Department of Sur- 
gery, University of Louisville 
School of Medicine, discuss the re- 
sults achieved in a series of 686 con- 
secutive patients who underwent 
Retropubic Prostatectomy in five 
different hospitals during the period 
of 1947 to 1953. There were eleven 
deaths in the series, an incidence of 
1.6 per cent, all of which occurred 
within fourteen days after surgery. 
They believe this method to be an 
acceptable and useful procedure, es- 
pecially indicated in instances of 
benign prostatic hyperplasia whose 
size varies from large to very large. 


For these and other articles, abstracts, 
reviews, and special features, read 
every issue of Geriatrics. 
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often effective 
where other treatment fails !3 


panthoderm cream 


ies SecV ALO M111 dn Ce) ©) (or-] Mm cal-1e-] 0) am commere)ene-liamm ey-lalcelaal-lenle) 
(ETak-lley-aee) mm oy-Tahcobenl-lellomr-lealep) 


in dermatoses 


eczema 
pruritus Traumatic ulceration 
with edema ina 
4 paralyzed arm. 
dry skin 


external ulcers 
(traumatic, diabetic, varicose) 


Almost complete 
* healing with 
Panthoderm Cream 
applied twice 
daily, covered with 
sterile gauze, for 
three weeks. 


2 oz. and 1 Ib. jars; 1 oz. tubes. 


wounds 
burns 


Panthoderm Cream is soothing, bland, 
non-irritating ... clean, snow-white, non-staining; 
water-miscible, spreads readily; easily 

removed without injury to granulating tissues. 


quickly relieves pain, 
itching and inflammation 





soothes, softens, lubricates 


promotes granulation 1. Kline, P. R., and Caldwell, A.: 
d 4 tenis New York St. J. M. May 1, 1952. 
ae Cees Saae 2. Combes, F.C., and Zuckerman, R.: 
J. Invest. Dermat. 16:379, 1951. 


eee a 3. Kline, P. R.: Current News in 
and virtually non-sensitizing Derm. & Syph., May 1952. 


samples and literature upon request 


u.s. vitamin corporation 


(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N.Y. 








Cortisone vs. Salicylate 


Latest clinical report proves cortisone no better 
than aspirin in the treatment of rheumatoid 
arthritis. 

On May 29th, 1954, the Joint Committee of 
the Medical Research Council and Nuffield 
Foundation published a most significant finding 
on arthritis therapy—that “for practical purposes” 
there appears to be “surprisingly little to choose 
between cortisone and aspirin.” 

“Sixty-one patients in the early stages of rheu- 
matoid arthritis... have been allocated at random 
to treatment with one or other agent '(cortisone 
30 cases, aspirin 31 cases)... 

“Observations made one week, eight weeks, 
thirteen weeks, and approximately one year after 
the start of treatment reveal that the two groups 
have run a closely parallel course in nearly all 
the recorded characteristics—namely, joint ten- 
derness, range of movement in the wrist, strength 
of grip, tests of dexterity of hand and foot, and 
clinical judgments of the activity of the disease 
and of the patient’s functional capacity.”! 

These findings spotlight an earlier report that 
“aspirin in large doses has definite beneficial re- 
sults closely akin to those received from ACTH.” 
























in Rheumatoid Arthritis 


High gastric intolerance to aspirin noted among 
arthritics—a problem easily met by the use of 
BUFFERIN. 

In this latest study, the side-effects recorded 
for both groups “were equal in the early months 
of treatment but became less in the aspirin group 
as time passed.” 

Of clinical significance, however, is the high 
percentage of gastric intolerance to straight as- 
pirin found among the arthritic patients—42 % 
as against 3 to 10% variously reported for the | 
general population." * | 

Earlier investigations reveal the disadvantages 
of using sodium bicarbonate with aspirin- | 
namely, the lowering of blood salicylate levels 
and the possible retention of the sodium ion.* 

BUFFERIN offers an answer to this problem. 


erated, even when given in large doses.4 

BUFFERIN contains no sodium. It combines 
aspirin with two antacid and buffering agents 
which protect the gastric mucosa against irrita- 
tion from salicylates—at the same time provid- 
ing faster absorption of salicylates into the 
blood stream. 


|| 
| 
Unlike straight aspirin, BUFFERIN is well tol- | 
| 


REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. 
Times 81:41 (Jan.) 1953. 3. J. Am. Pharm. Assoc., Sc. Ed. 
39:21, 1950. 4. Ind. Med. 20:480 (Oct.) 1951. 





pain without upsetting the stomach. 


BUFFERIN’s analgesic ingredient. 


bonate. 


bottles of 100. 





BUFFERIN" should be used for the long continued 
salicylate dosage required by ARTHRITICS 


... because BUFFERIN provides relief of arthritic 


.. because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 


.. because BUFFERIN’s antacids do not lower the 
blood salicylate levels, as does sodium bicar- 


Each BUFFERIN tablet combines aluminum glycinate and 
Magnesium carbonate with 5 grains of acetylsalicylic 
acid. Available in vials of 12 and 36 tablets and in 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, New York 















BUFFERIN , 


ACTS TWICE AS FAST AS ASPIRIN 
DOES NOT UPSET THE STOMACH 
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“= arthritis 
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brand of hydrocortisone t h | t 
available as scored tablets, a ep S 
10 mg. and 20 mg. 


also available 


TERRA-CORTRIL* Topical Ointment 

TERRA-CORTRIL* Ophthalmic Suspension 
New, easier-to-write, 
easier-to-remember names 


CORTRIL Topical Ointment 
CORTRIL Acetate Ophthalmic Ointment 


CORTRIL Acetate Aqueous Susp 
for intra-articular injection 


Pfizer 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 


“brand of oxytetracycline and 





A twelve-year-old cuts his foot—it heals 
completely in a few days. But the boy’s 
grandfather who barks his shin may soon 
be nursing a resistant ulceration. Old age 
puts many obstacles in the way of the 
healing process. 


In later life, intake of protein and vitamin C— 
both indispensable to prompt wound healing — 
is frequently deficient due to poor appetite, 
impaired digestion or addiction to food fads. 
In geriatric patients the ebbing of hormonal 
secretions which favor protein formation and 
retention may further hinder the repair proc- 
ess. Defects in the vascular system often impair 
healing, and reduced activity in later life 
aggravates inadequate circulation. 


Management of these systemic deficiencies is 
of primary importance, but in treating older 
patients with resistant lesions, the physician 
also welcomes a topical medication which can 
assist the healing process. 


supplement to systemic therapy 


CHLORESIUM® “,,..may overcome retard- 
ing factors so as to bring the healing 
rate up to or toward the normal rate.”! 
(N. N. R. 1954) Beneficial results are widely 
reported with use of CHLORESIUM OINTMENT 
and SoLuTIon (containing water-soluble chlo- 
rophyll derivatives) in slow-healing bedsores, 
varicose ulcers, and other resistant lesions. 


...and healing 


In a Veterans Administration study of eleven 
medications for treatment of decubitus ulcers, 
“*.,.the most effective agent is generally agreed 
to be chlorophyll ointment and liquid.”? It was 
also reported that CHLORESIUM “...excels any 
previously used agent for local treatment of leg 
ulcers....”3 Statistical analysis has shown that 
“,.the increased healing rate produced by 
CHLORESIUM is significant.”* “The rapid gran- 
ulation and absence of local irritation or toxic- 
ity and the good epithelization were most 
impressive....’ 


odor eliminated 


In addition, the offensive odor so characteristic 
of slow-healing lesions was “...largely elimi- 
nated after the first few applications [of 
CHLoRESIUM]...."3 This action is consistently 
reported in all clinical studies of CHLORESIUM 
in foul-smelling wounds, including malignant 
lesions. 

Many physicians are using CHLORESIUM 
for the benefit of their geriatric patients. 
To see what it can do for your older 
patients, send in the attached coupon for 
a generous clinical supply. 


references 


(1) Council on Pharmacy and Chemistry, A.M.A.: New and 
Nonofficial Remedies, Philadelphia, J. B. Lippincott Company, 
1954, p. 543. (2) Pollock, L. J., and others: J.A.M.A. 146:1551 
(Aug. 25) 1951. (3) Edwards, B. J.: Physiotherapy 40:177, 1954. 
(4) Barnes, T. C., and Amoroso, M. D.: Am. J. Surg. 87 :805, 
1954. 


CHLorEsSIUM OINTMENT: l-ounce and 4-ounce tubes. 
CuLoresium SoxuTion (Plain) : 2-ounce and 8-ounce bottles. 


( Rystan ) company + Mount Vernon, New York Aan 
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Questions 


and Mnswers 


Question: Is there any evidence to 
indicate that peripheral vascular dis- 
case may be precipitated or caused 
by the use of a truss for an inguinal 
hernia? 


Answer: None whatever, as far as | 
know. 


Question: | would appreciate your 
opinion regarding medical treatment 
of acute glaucoma in a 60-year-old 
debilitated woman, who has_ had 
diabetes for twenty years. The eye 
is blind, with the pupil in mid-dilata- 
tion, and rubeosis iridis and retino- 
pathy are present. 
M. D., California 
Answer: It is almost certain the 
medical treatment of the patient 
described above would be unsatis- 
factory and the eye in all probabil- 
ity would have to be eviscerated 
or enucleated to relieve pain. Re- 
trobulbar injection of Novocain 
combined with instillation of 1 
per cent eserine or 5 per cent pilo- 
carpine solutions two or 
three hours might give some tem- 
porary relief, but if rubeosis iridis 
and retinopathy are present the 
probability is that the glaucoma is 
secondary to a central venous 
thrombosis. 


every 


Question: What is the therapy for 


burning, aching feet in elderly peo- 
ple? The symptoms persist even 
after retiring, regardless of position, 


Answer: The symptoms are caused 
by circulatory deficiency with sec- 
ondary nutritional changes in tis- 

sues. Contrast baths using alter- 

nate hot and cold 
three minute periods three times 
in each bath are helpful. The vaso- 
dilator drugs should also be tried. 


12A 


immersion for 





Readers are invited to submit questions on 
the clinical problems of geriatrics. All 
uestions received will be answered by 
er and selected questions will be pub- 
lished. Address inquiries to Editorial 
Department, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 





Question: A 50-year-old woman has 
had severe constipation for the past 
eighteen years. Several inches of 
narrowed sigmoid appear respon- 
sible. The standard hygienic anti- 
constipation measures have afforded 
no relief. Evacuation seldom is pos- 
sible unless castor oil is followed by 
multiple enemas. Any suggestions? 


Answer: Although unusual at age 
given, this condition is probably 
a type of Hirschsprung’s disease, 
which resection of constricted seg- 
ment of bowel should relieve. 
After so many years of dysfunc- 
tion, some of the colon above the 
involved region is probably di- 
lated, atonic, and tortuous and 
may require removal also. 


Question: Is there a reliable blood 
test for cancer? What is the West- 
Hilliard test for cancer? 


M. D., New York 


Answer: [Excluding the few tumor 
specific “tests,” which are now 
well known, such as changes in 
(1) serum acid phosphatase ac- 
companying metastases 
of prostatic cancer, (2) urinary 
gonadotropins in some tumors of 
the testis and (3) steroid balances 
in functional tumors of the adren- 
als, at present there is no blood 
test of such reliability as to be 
generally acceptable. 

The West-Hilliard test is based 
on quantitative measurement of 
the inhibitions of 2 proteolytic en- 
zymes present in blood serum 
(rennin and chymotrypsin), em- 
ploying the clotting time of milk 
in the presence of standardized 
enzyme and test serum. While not 
specific for cancer, the test cor- 
relates well with accelerated 


Osseous 


growth activity regardless of its 
nature. 








Makes intractable asthma tractable 





tyabroCortone” 


(HYDROCORTISONE, MERCK) 


IMPRESSIVE RESULTS: A recent review! emphasizes 
that hormonal therapy has provided either marked or 
complete control of symptoms in approximately 85 per 
cent of patients with refractory acute bronchial asthma. 


In the treatment of such patients, HYDROCORTONE 
offers significant advantages. It is a principal adreno- 
cortical steroid and considerably more potent than 
cortisone. Published reports indicate that unwanted 
physiologic effects are less likely to arise with smaller 


All HYDROCORTONE Tablets are oval-shaped and carry this trade-mark: 


but equally effective doses of HYDROCORTONE. This is 
particularly advantageous in the long-term manage- 
ment of certain asthmatics who can be maintained 
symptom-free on low dosage therapy. 

1. Thorn, G. W., et al., New England J. Med. 2A8:632, 
April 9, 1953. 

SUPPLIED: ORAL—HyprocorTone Tablets: 20 mg., 
bottles of 25 tablets; 10 mg., bottles of 50 and 100 
tablets; 5 mg., bottles of 50 tablets. 











Meat... 


in Geriatric Nutrition 


Although the nutrient needs for optimal health in the aged are not known 
to differ significantly from those in younger adults,' it has been shown 
that the daily protein requirements in elderly patients vary from person 
to person. Ascertained values range from below to above allowances 
recommended for persons in earlier years of adulthood.? 







According to criteria such as “physical activity, gastrointestinal 
structure and function, pathologic disturbances, and chemical balances,”’ h, 
it is suggested that an optimal diet for the elderly patient should provide 
at least 20 per cent of its calories in the form of protein.* 







For several reasons this high intake of protein appears desirable. 
Decreased activity in the aged tends to induce loss of tissue protein. i 
Preservation of protein enzymes and of endocrinal harmony necessary for 
supporting anabolic processes requires adequate protein nutrition. Also, 
the aged person usually is able to handle the end products of protein 
metabolism satisfactorily. 


































Generous amounts of tender lean meat can go a long way in supply- 
ing the needs of the aged for top quality protein. From 25 to 30 per cent 
or more of cooked lean meat is protein. Other valuable contributions 
include the B group of vitamins and essential minerals, especially iron, 
phosphorus, and potassium. The easy and almost complete digestibility 
and the palate appeal of meat constitute physiologic values important in 
the nutrition of the geriatric patient. 





—_ 


. Sebrell, W. H. Jr., and Hundley, J. M.: Malnutrition, in Stieglitz, E. J.: Geriatric Medicine, 
Medical Care of Later Maturity, ed. 3, Philadelphia, J. B. Lippincott Company, 1954, chap. 13. 
. Ohlson, M. A.; Roberts, P. H.; Joseph, S. A., and Nelson, P. M.: Nutrition and Dietary In 
Habits of Aging Women, Am. J. Pub. Health 40:1101 (Sept.) 1950. 
Albanese, A. A.; Higgons, R. A.; Vestal, B.; Stephanson, L., and Malsch, M.: Protein Re- 
quirements of Old Age, Geriatrics 7:109 (Mar.-Apr.) 1952. 
Roberts, P. H.; Kerr, C. H., and Ohlson, M. A.; Nutritional Status of Older Women; Nitro- 
gen, Calcium, Phosphorus Retentions of 9 Women, J. Am. Dietet. A. 24:292 (Apr.) 1948. 
Kountz, W. B.; Hofstatter, L., and Ackermann, P.: Nitrogen Balance Studies in Elderly 
People, Geriatrics 2:173 (May-June) 1947. 
Kountz, W. B.; Hofstatter, L., and Ackermann, P. G.: Nitrogen Balance Studies in 4 EI- 
derly Men, J. Gerontol. 6:20 (Jan.) 1951. 
3. Freeman, J. T.: Clinical Correlations in Geriatric Nutrition, J. Clin. Nutrition 1:446 (Sept.- 
Oct.) 1953. 
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The Seal of Acceptance denotes that the nutri- PEt: 
tional statements made in this advertisement a comet 
are acceptable to the Council on Foods and 

Nutrition of the American Medical Association. 
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American Meat Institute 
Main Office, Chicago... Members Throughout the United States 






,.e...0r Whenever Iron-calcium Therapy is Indicated 


Iron plus Calcium in one molecule 


» a white uncoated tasteless tablet 
e no gastrointestinal disturbances 


e outstanding therapeutic response 


—— Ryital ..... 


<a sa) 
. Each tablet contains iron, 25 mg., calcium, 85 mg. 





a new compound containing ferrous 


Adult dosage: two tablets t.i.d. with meals. calcium citrate with tricalcium citrate 














accuracy every time 


initest 
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for detection of urine-sugar 





“Both Clinitest and Benedict’s qualitative test are F 
completely accurate when properly performed.”' 


but 

“'..there are fewer 
sources of error with 
Clinitest.””! 





and 


“The routine Benedict 
test...is seldom well 
performed because of 
the difficulties of accu- 
rate measurement of 
reagent and urine and 
because of the practical 
difficulties of uniform 
heating; the much sim- 
pler and more readily 
standardized tablet test 
is to be preferred...’” 





1. Cook, M. H.; Free, A. H., and Giordano, A. S.: Am. J. M. Technol. 19:283, 1953. 
2. Gray, C. H., and Millar, H. R.: Brit. M. J. 4824:1361 (June 20) 1953. 


Ames Diagnostics—Adjuncts in clinical management 


(aN AMES 


COMPANY, INC « ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 33284 











5 


+ 


Se Gi 











These ane 
“te. Go 


g$-— 





Gantrisin ‘Roche' is a single, soluble, 
wide-spectrum sulfonamide -- especially 
soluble at the pH of the kidneys. That's 
why it is so well tolerated...does not 
cause renal blocking...does not require 
alkalies. Produces high plasma as well 
as high urine levels, Over 250 references 


to Gantrisin’ in recent literature. 










—aud-thue are 





“the reanous 


It provides Gantrisin PLUS penicillin... 
for well-tolerated, wide-spectrum anti- 
bacterial therapy...in tablets of two 
strengths -- Gantricillin-300 for severe 
cases; Gantricillin (100) for mild cases -- 
and in an easy-to-take suspension for 


children -- Gantricillin (acetyl)-200 'Roche.! 
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IN ARTHRITIS 
three jumps ahead... 


- 


massive 
salicylate 
dosage 


MASSIVE DOSAGE 
To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
Salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al, 


FORMULA 
Sodium Salicylate...5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried vend Qf. (0.12 Gm.) 
Calcium Ascorbate.....1 gr. (60 mg.) 


BRISTOL, TENN. 


(equivalent to 50 mg. Ascorbic 
Acid) 





Calcium Carbonate....1 gr. (60 mg.) 


send for 
Po) So >] Le) 4 
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ACHROMYCIN 


TETRACYCLINE 


TABLETS 


A widely prescribed form of the 
outstanding broad-spectrum antibiotic 


Sugar-coated, easy-to-swallow ACHROMYCIN Tablets 
are available in three potencies: 50, 100, and 250 mg. 


In each of its many forms, ACHROMYCIN exhibits 
notable characteristics: it diffuses rapidly in body 
tissues and fluids; gastrointestinal irritation is rare 
and mild in nature. 


ACHROMYCIN has proved effective against a wide 
variety of infections including those caused by Gram- 
positive and Gram-negative bacteria, rickettsia, and 
certain virus-like and protozoan organisms. 


<2 


OTHER DOSAGE FORMS 


CAPSULES: 50, 100, and 250 mg. 
PEDIATRIC DROPS: (see opposite page 
ORAL SUSPENSION: (see opposite page 


SPERSOIDS* Dispersible Powder (Chocolate Flavor): 50 mg. per rounded 
teaspoonful (3 Gm.), 12 and 25 dose bottles 
SOLUBLE TABLETS: 50 mg. 


INTRAVENOUS: vials of 100, 250, and 500 mg. 


INTRAMUSCULAR: vials of 100 mg. (for dilution with 2 cc. of sterile water 
or saline 


TOPICAL OINTMENT (3%): % and 1 oz. tubes 
OPHTHALMIC OINTMENT (1%): % oz. tubes 
EAR SOLUTION (0.5%): 10 cc. dropper bottles 


* AT. OFF. 


Tetracycline Lederle 























LEDERLE 


LABORATORIES DIVISION E> 
american Cyanamid company PEARL RIVER, N.Y. <i 





ACHROMYC 








ORAL SUSPENSION 
and 


PEDIATRIC DROPS 


&. popular cherry flavor 


ACHROMYCIN is available in two cherry- 
flavored dosage forms that are highly accept- 
able to patients—particularly children. 


The Pediatric Drops are packaged with an easy- 
to-read graduated dropper. The Oral Suspen- 
sion, supplied as dry crystals in a 1 oz. bottle. 
Both Oral Suspension and Pediatric Drops, 
when reconstituted by the pharmacist or 
nurse, retain potency for two weeks at room 
temperature. 


ACHROMYCIN, an outstanding broad-spectrum 
antibiotic, is relatively free from untoward side 
reactions and provides rapid diffusion in body 
tissues and fluids. 


ORAL SUSPENSION (Cherry Flavor): 250 mg. per 
teaspoonful (5 cc.), 1 oz. bottles 


PEDIATRIC DROPS (Cherry Flavor): 100 mg. per cc. 
(approx. 5 mg. per drop), 10 cc bottles 


*REG.JU.S. PAT. OFF. 


etracycline Lederle 


21A 


ae 





“Mercaptomerin sodium 


| Thiomerin sodium | is 


an effective mercurial 
diuretic which produces 
much less local irritation 
on injection than other 
organomercurial 
compounds used for this 


pu rpose. 


i | 


EDEMA CONTROL BY 
SUBCUTANEOUS INJECTION 





Low in toxicity, effective in diuresis, depend- 
able in response, THIOMERIN is an agent of 
choice®*® for combating edema. THIOMERIN’s 
thionated formulation affords diuresis with 
minimal toxicity—both local and systemic. 
These outstanding advantages, plus the ease 
of administration, frequently permit super- 
vised self-injection* in ambulatory patients. 
THIOMERIN offers these patients convenient 
edema-free maintenance and gentle, sustained 
effect.* Cardiac edema, nephrotic edema, 
hepatic edema. 

1. New and Nonofficial Remedies. J. B. Lippincott Co., 
Philadelphia, 1954, p. 349. 2. Herrmann, G.R., and others: 
Texas State J. Med. 46:75 (Feb.) 1950. 3. Grossman, J., 


and others: Circulation 1:508 (April) 1950. 4. Krehbiel, 
S., and Stewart, H.J.: J.A.M.A. 146:250 (May 19) 1951. 


*A review copy of a fully illustrated booklet for 
patients, with step-by-step directions on subcu- 
taneous injection, will be sent to physicians on 
request. 


THIOMERIN’ 
SODIUM 


MERCAPTOMERIN SODIUM 


Philadelphia 2. Pa. Mercurial Diuretic for Subcutaneous, Intramuscular or Intravenous Injection 
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Dependable, 


potent, safe 


therapy, in 


“ee 


—for relief of pain, “‘round-the-clock” 


—for retarding or reversing the 
disease process, by augmenting or 
prolonging the action of endogenous 
(or administered) ACTH and cortisone. 


—with freedom from 
adverse side reactions 


A. H. ROBINS CO., INC. + RICHMOND 20, VA. 


Pharmaceuticals of Merit since 1878 


SALICYLATE * PARA-AMINOBENZOATE * ASCORBIC ACID 


FORMULA: Pabalate — sodium salicylate 
U.S.P. 0.3 Gm. (5 gr.), para-aminobenzoic 
acid (as sodium salt) 0.3 Gm. (5 gr.), 
ascorbic acid 50 mg., in each yellow enteric 
coated Tablet. Pabalate-Sodium Free — 
ammonium salicylate 0.3 Gm. (5 gr.), 
para-aminobenzoic acid (as the 

potassium salt) 0.3 Gm. (5 gr.), ascorbic acid 
50 mg., inceach Persian Rose color 

enteric coated Tablet. 
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Wine... 


a Nutrient Beverage 


for the Convalescent and 
the Aging Patient 


fb A NEW and engaging book, the history of the medical uses of 
wine has been traced in scholarly fashion from biblical times to 
the present.* 

It is clear that some of the virtues formerly ascribed to wine have 
been based on tradition or empiricism, but many can now be sup- 
ported by modern and well-controlled research.** 

Wine—to Stimulate Appetite, did Digestion—We know now why 
wine plays such a valuable role as a stimulant to appetite in the 
anorexia of old age or convalescence. Two to three ounces of dry 
table wine have been found to markedly increase olfactory acuity. 

Moreover, wine aids digestion by increasing not only the volume 
but the proteolytic power of gastric juice. 

Wine—to Overcome Insomnia, Combat Hypochromic Anemta—A 
small amount of Port or Sherry taken at bedtime is gently sedative 
and sleep-producing—frequently obviating the need for medication. 

Hematopoietic substances in natural wines can aid in combating 
the hypochromic anemia so often present in both the aged and the 
convalescent. 

Add ‘Elegance’ and Taste-Appeal to the Sick-Tray—There’s antici- 
pated delight when the patient sees an appetizing, colorful glass of 
wine on the table or tray—wine adds that touch of ‘elegance’ 
which gives a psychological lift at a time it is most needed—when 
meals might otherwise look dull and uninviting. 

The Flavorsome Fine Wines of California—The fine wines of Cali- 
fornia are delicious, and the variety is so wide that a wine can be 
found to suit each taste. 

Here in the land of rich soils and sunshine, each grape variety 
comes to perfect ripeness under ideal conditions—and the high 
quality standards of California wines are controlled by modern 
scientific methods. There’s Port, Sherry, Muscatel, Burgundy, Sau- 
terne, Zinfandel, Rhine Wine, all at reasonable prices. Wine 
Advisory Board, 717 Market Street, San Francisco 3, California. 
*Lucia, S. P.: Wine as Food and Medicine, New York, The Blakiston 
Company, Inc., 1954. 


**Research information on wine is available upon request. 
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EFFECTIVE 
WELL-TOLERATED 
PROLONGED 
VASO-DILATION 












REPEATEDLY SHOWN and proven by objective tests on 
human subjects' — this is one of the most effective of all the 
commonly known Xanthine derivatives. Because of the 
enteric coating it may be used with marked freedom from 
the gastric distress characteristic of ordinary Xanthine 
therapy. Thus THESODATE, with its reasonable prescrip- 
tion price also, enjoys a greater patient acceptability. 


In bottles of 100, 500, 1000. 


*(7%2 gr.) 0.5 Gm. *(3%4 gr.) 0.25 Gm. 


*(7% gr.) 0.5 Gm. with (% gr.) 30 mg. 
(7% gr.) 0.5 Gm. with (% gr.) 15 mg. 
*(3% gr.) 0.25 Gm. with (% gr.) 15 mg. 


(5 gr.) 0.3 Gm. with (2 gr.) 0.12 Gm. 


(5 gr.) 0.3 Gm., (2 gr.) 0.12 Gm. with (“% gr.) 15 mg. 
*In capsule form also, bottles of 25 and 100. 








1. Riseman, J. E. F. and Brown, M. G, Arch. Int. Med. 60: 100, 1937 / 
2. Brown, M. G. and Riseman, J. E. F. JAMA 109: 256, 1937. 
3. Riseman, J. E. F. N. E. J. Med. 229: 670, 1943. 
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Contains extra amounts of B 


Patterned after Spies’ basic formula,* 
provides a full complement of other 
essential or accessory hemopoietic 
factors for optimum response in the 
treatment of the common anemias. 
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for effective, practical antianemia therapy 


potent hematinic... 


Recommended daily dosage 
(3 capsules) contains: 


Vitamin B,. 

with intrinsic factor 

concentrate .......... 1 U.S.P. Unit 
Vitamin B,. U.S.P. 

(CTYStaHING) ©... se 75.0 meg. 
Pot UST... ..:...; 5.0 mg. 


Vitamin C (ascorbic acid). .150.0 mg. 


Thiamine mononitrate (B,). 10.0 mg. 


Riboflavin (B.) ........... 10.0 mg. 
Nicotinamide ........... 150.0 mg. 
Ferrous sulfate exsic...... 600.0 mg 

“4 





Indications: Treatment of pernicious anemia and other macrocytic hyperchromic 


anemias; microcytic hypochromic anemia. 


Availability: No. 316 — Supplied in bottles of 100 and 1,000. 
*Spies, T. D.: J.A.M.A. 145:66 (Jan. 13) 1951. 











Ayerst Laboratories, New York, N.Y. « Montreal, Canada 








when resistance to other 


antibiotics develops... 





Myce 


1,2 


Current reports describe the increasing incidence of resistance among many 
pathogenic strains of microorganisms to some of the antibiotics commonly in 
use. Because this phenomenon is often less marked following administration of 
CHLOROMYCETIN (chloramphenicol, Parke-Davis), this notably effective, broad 


spectrum antibiotic is frequently effective where other antibiotics fail. 
100 train 


up to 43% resistant to other antibiotics; 


2% resistant to CHLOROMYCETIN.! 
aureu »00 strains 


up to 73% resistant to other antibiotics; 
2.4% resistant to CHLOROMYCETIN.2 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscra- 
sias have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 


(1) Kirby, W. M. M.; Waddington, W. S., & Doornink, G. M.: Antibiotics Annual, 1953-1954, New 
York, Medical Encyclopedia, Inc., 1953, p. 285. (2) Finland, M., & Haight, T. H.: Arch. Int. Med. 
91: 148, 1953. 


2 
PARKE, DAVIS & COMPANY *® = DETROIT 32, MICHIGAN 





When the years alone 






do not bring tranquility 


Rauwiloid 





THE Lecgcseacd’ ALSEROXYLON FRACTION OF RAUWOLFIA SERPENTINA 


Rauwiloid presents rauwolfia in 
its optimal form because Rau- 
wiloid is neither the whole root 
with undesirable, inert and un- 
necessary substances (such as yo- 
himbine-type alkaloids), nor is it 
a single alkaloid. Only Rauwi- 
loid, the original alseroxylon frac- 
tion of rauwolfia, provides the 
optimal, balanced action of the 
several desirable alkaloids of 


rauwolfia. 


Rauwiloid is indicated for the aging patient 
who is emotionally disturbed, agitated, tearful 
or anxious, as well as for those who are frankly 


psychotic. Rauwiloid is a valuable adjunct to 


psychotherapy, since it apparently reduces in- 
hibitions to the flow of associations. To be used 
with caution in severely depressed patients. 





Allays anxiety, tranquilizes, lessens 
cantankerousness 


Mildly hypotensive (after approximately 
two weeks), but only in hypertensive patients 


Sedative, but nonsoporific, nonconfusing 
Does not impair alertness 
No known contraindications 


For long-term use . . . virtually free from side 
actions 


Easy dosage... merely two 2 mg. tablets at 
bedtime 


Clinical samples on request 


Riker LABORATORIES, INC. 


LOS ANGELES 48, CALIF. 











when his need is greatest... Postoperatively 


Severe or rapid depletion of water-soluble vitamins is effectively 
and optimally countered by ASF—Anti-Stress Formula. Fulfilling 
the recommendations of the Committee on Therapeutic Nutrition, 
National Research Council, ASF supplies the critical vitamin needs 
of the patient during periods of physiological stress. 

















Each ASF Capsule contains: Thiamine Mononitrate 
Riboflavin ..... 

Niacinamide ... ; = 

Pyridoxine Hydrochloride ... 

Calcium Pantothenate . 
Ascorbic Acid 

Vitamin By Activity a : 

° Folic Acid Tf 

le Menadione (vitamin K analog) ..................2 mg. 


S 







Dosage: 2 capsules daily in severe pathologic conditions; 
1 capsule daily when convalescence is established. 


s& Supplied: bottles of 30 and 100. 
stress ” *Trademark 
(Anti-Stress Formula) 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
536 Lake Shore Drive, Chicago 11, Illinois 









a potent 
peripheral vasodilator 


C isa 














hydrochloride 
(tolazoline hydrochloride CIBA) 


Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc. 
Summit, New Jersey. 


Priscoline hydrochloride 
is available as tablets containing 25 mg,, 
as elixir containing 25 mg. per 4 ml., 
and in 10-ml. multiple-dose 
vials containing 25 mg. per ml. 






Blood volume determinations by the 
Evans Blue technic help reduce the risk of 
major surgery. With dependable precision, 
this method indicates whether a transfu- 
sion is needed, and how much blood should 
be given. Mortality from surgical shock 
can thus be significantly reduced. 

The Evans Blue method of blood vol- 
ume determinations permits far more re- 
liable evaluation of blood volume deficits 
than older procedures.’ The technic 
of quantitative injection and colorimetric 


Evans Blue 


she’s calculating a risk 


WARNER-CHILCOTT 





measurement is easily mastered* and fea- 
sible even in smaller hospitals, without 
specialized equipment and personnel. 
The range of surgery has thus been 
vastly extended. Procedures which once 
seemed daring can now be performed — 
even in older patients — without fear of 
surgical or postoperative shock.!4 
1. Beling, C. A., et al.: Geriatrics 7:179 (May-June) 1952. 
2. Barbour, C. M., Jr., and Tennant, R.: J. Urol. 71:497 
(April) 1954. 3. Reich, C., and Wagner, E. J.: New York 


State J. Med. 50:1833 (Aug. 1) 1950. 4. Parsons, W. H., 
et al.: Ann. Surg. 135:791 (June) 1952. 









‘ 5.0 cc. ampuls—No 
weighing or calibra- 
tion required. A vail- 
able at leading 
laboratory supply 
houses. Literature 
sent on request. 


(T-1824) 
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IN HYPERTENSION 


So 
Raulensin 


FOR SEDATION 


IN NORMOTENSIVES 













F IN HYPERTENSIVES 


Rauveta (I ystoserpine 


RAUTENSIN /7 Mild and Moderate Hypertension 





Each tablet contains 2 mg. of the alseroxylon fraction of Rauwolfia 
serpentina. The ideal Rauwolfia preparation for starting therapy in 
every patient. 

Dose: Two tablets (4 mg.) once daily. 


RAUVERA /n Severe or Fixed Hypertension 


Provides per tablet 1 mg. of Rautensin and 3 mg. of mixed Veratrum 
alkaloids (alkavervir) The safest of the more potent hypotensive 
combinations. 


Dose: One tablet, g.id., p.c. and at bedtime, at no less than four-hour intervals. 


CRY STOSERPINE For Tranquilizing Sedation Without Somnolence 


Each tablet contains 0.25 mg. of crystalline reserpine. Especially 
valuable when emotional agitation and anxiety must be controlled. 
Produces sedation without somnolence. 


Dose: One to four tablets daily, depending on degree of sedation required. 


SMITH-DORSEYs Lincoln, Nebraska 4 Division of THE WANDER COMPANY 



























By increasing bile secretion with Ketochol® and controlling 
sphincter of Oddi spasticity with Pavatrine®, a free flow of bile 


is instituted with resultant symptomatic improvement. 


Conservative, Effective Medical Management 
of Chronic Gallbladder Disease 


: The ketocholanic acids in Ketochol stimulate the 
flow of hepatic bile and flush the bile ducts. Anti- 
spasmodic medication, as provided in Pavatrine, 
diminishes gastrointestinal irritability and, by relax- 
ing the sphincter of Oddi, effectively reduces symp- 
toms of colic. This therapeutic program offers 
rational, conservative therapy in gallbladder dys- 
function. 

That the four bile acids present in Ketochol relieve 
biliary stasis is even more definitely proved by their 
use in the diagnosis of nonvisualized gallbladders. 
After the administration of Ketochol, repeat 
cholecystograms permitted! correct diagnoses. 

In conjunction with the foregoing medication, 
proper diet, adjusted intake of milk and cream and 
mental relaxation are important. 

The average dose of Ketochol is one tablet three 
times daily with or following meals. The average 
dose of Pavatrine or Pavatrine with Phenobarbital 
is One or two tablets three or four times daily as 
needed. G. D. Searle & Co., Research in the Service 
of Medicine. 





1. Berg, A. M., and Hamilton, J. E.: A Method to 
Improve Roentgen Diagnosis of Biliary Diseases with 

nett Bile Acids, Surgery 32:948 (Dec.) 1952. 
Gallbladder and ducts. 





Ampulla of Vater and sphincter of Oddi. Modern conception of liver cell. 








“These tablets 
keep the swelling down 
all day long.” 









TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT ©OF SODIUM AND WATER 





Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause “a side actions due to widespread enzyme inhibition 


in other organs. ‘ 
B we Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC+MILWAUKEE 1, WISCONSIN 














Indications for Vein Interruption 
in Treatment of Venous Thrombosis 


Jack A. Cannon, M.v., and Wiley F. Barker, M.v. 


ECENT data on the incidence of pulmonary embolism have cast doubt 
on the value of prophylactic measures in general and vein interrup- 
tion in particular in prevention of pulmonary embolism secondary 

to venous thrombosis. The result appears to be that many clinicians have 
stopped using vein interruption altogether when this disease is encountered 
or expected. We believe that mass comparison of the incidence of fatal 
pulmonary embolism in total hospital admissions for a period in the 1930's 
with a period in the 1940's can lead to no valid conclusion, because there is 
no statistically acceptable manner by which the two periods can be compared. 

The paper by Roe and Goldthwait’ evaluating data from the Massa- 
chusetts General Hospital has probably been the most profound in its effect 
upon medical opinion because it appears to show that concentrated, strenuous 
efforts aimed at prevention of death from pulmonary embolism in this hos- 
pital resulted in complete failure. Even so, these authors very honestly point 
out in their ‘‘apologia” that numerous factors have tended to increase inci- 
dence of thromboembolism in the period during which the most strenuous 
preventive efforts were being applied. We believe that the following quota- 


JACK A, CANNON, @ 1943 graduate of Harvard Medical School, is instructor in surgery at the 
Medical Center of the University of California at Los Angeles and staff surgeon at the 
Veterans Administration Center, Los Angeles. WILY F, BARKER, who received his 
medical degree from Harvard Medical School in 1944, serves as clinical instructor in 
surgery at the Medical Center of the University of California at Los Angeles, and assist- 
ant chief in the Surgical Service, Veterans Administration Center. 
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tions, one from the discussion of the paper and the other from a footnote, 
deserve as much consideration as the other data in the paper: 


The problem is further confused by the introduction of conflicting factors, which 
have tended to increase the incidence of thromboembolism during the same period of 
preventive efforts. Some of these are technical and therapeutic advances that have 
reduced other fatal complications and kept sick patients alive for a longer period in 
which to develop venous thrombi; an increasing number of geriatric patients, in whom 
pulmonary embolism is more common; an increasing proportion of cancer patients in 
the hospital, also with a somewhat higher incidence; and more heroic surgical pro- 
cedures from which convalescence is often prolonged and complicated. The extent to 
which these factors have actually promoted thrombo-embolic disease cannot be accur- 
ately determined ; however, if their effect has been appreciable it might be postulated 
that a higher expected mortality rate has been kept down by the preventive program.... 


To demonstrate the magnitude of these changes a sample analysis was made from 
reports of the general surgical service for the contrasting two two-year periods, 1930-31 
and 1946-47. In brief, it was found that the average age at death has risen from 49.3 to 
57.6 years; surgical admissions for malignant lesions have risen from 28 to 44 per cent, 
whereas admissions for inflammatory disease have decreased relatively from 28 to 14 
per cent; and sepsis as a fatal complication in surgical patients has declined from 63 to 
37 per cent (of all deaths). 


The authors admit that they are actually comparing two eras in surgery. 
These eras are separated by such surgical advances as antibiotics, improved 


anesthesia, more heroic surgery, increased knowledge of electrolyte and fluid 
therapy, advent of early ambulation, more frequent surgical invasion of more 
body cavities, greater magnitude of surgical procedures, and increased diag- 
nostic awareness of the disease in question. The only admissable comparison 
of the two periods would be between two large series of patients of the same 
age range, with the same disease, treated with the same operation, and pref- 
erably by the same surgeon. If such a comparison were made, the results 
might be quite different. 

An inkling of the possible contrast can be seen if the recent figures 
reported by Kirby and Fitts’ are subjected to this evaluation. They compared 
the incidence of fatal pulmonary embolism at their institution during the two 
periods of 1925 to 1945, and 1946 to 1949. For the first period, there was 1 
death in 1200 operated patients and for the later period, 1 death in 788 
patients treated by surgery. If the figures are broken down into groups repre- 
senting (1) patients with diseases usually classified as being within the realm 
of general surgery, (2) patients with diseases usually classified as urological, 
etc., the results are strikingly different in implication. 

Thus, in the first period, 56 per cent of the fatal emboli occurred in 
patients of the first group, but in the second period only 36 per cent of deaths 
occurred in this group. In the earlier period, 24 per cent of deaths occurred 
in patients suffering from urological diseases, but in the later period, only 4.5 
per cent of deaths. In the first period, patients with diseases in the combined 
fields of neurosurgery, thoracic surgery, and orthopedic surgery suffered 
20 per cent of the fatalities from massive pulmonary embolism. In the second 
period, patients in this same category suffered 59 per cent of fatalities. 

No real comparison is possible, however, because the deaths in the two 
periods do not represent the incidence of pulmonary embolism in individual 
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diseases. Nevertheless, using the authors’ reasoning, one might conclude that 
general surgeons and urologists have become more efficient in preventing 
fatal pulmonary embolism than surgeons practicing other specialties! 

An evaluation of Arthur W. Allen’s published results* indicates that in 
the treatment of patients with definite manifestations of venous thrombosis, 
vein interruption alone was 93 per cent effective in preventing fatal pul- 
monary emboli. In his series, prophylactic superficial femoral vein inter- 
ruption was 90 per cent effective in preventing fatal pulmonary embolism, 
and prophylactic Dicumarol alone was 100 per cent effective in the 647 
patients treated. 

Since venous thrombosis is primarily a defect in the coagulation mech- 
anism of the blood, it would seem that anticoagulants should provide the 
ideal basis for therapy. The emphasis given the supposed efficiency of anti- 
coagulant therapy has resulted in a relaxed attitude toward the lethal 
potential of venous thrombosis. In some hands, the discovery of a tender calf 
muscle or the sudden onset of chest pain in a patient otherwise well is not 
necessarily considered an emergency. The patient may merely be placed on 
anticoagulant treatment for a few days, after which time the problem is con- 
sidered solved. The average patient with an early case of venous thrombosis 

-the so-called phlebothrombosis—will respond, in gratifying fashion, to 
properly administered anticoagulant treatment. Progression of the throm- 
bosis is often halted and actual dissolution of very fresh clots may occur by 
fibrinolysis. However, as soon as a clot forms large enough to occlude a 
pulmonary artery, the patient is in danger of a serious pulmonary embolism, 
and anticoagulants cannot be expected to dissolve such clots. Recanalization 
and reconstitution of blood flow around their circumference and extending 
much of their length can occur in the natural history of venous thrombosis. 
Such clots waving freely in the length of the superficial femoral vein have 
been removed from patients whose initial onset of venous thrombosis dated 
back many years before the clot was discovered, with multiple episodes of 
sublethal emboli in the interim. The only measure that will assure freedom 
from recurrent or possibly fatal embolization is surgical interposition of a 
mechanical block to the flow of blood and contained clot to the heart at a 
level proximal to the upper tip of the clot. Some authors* condemn vein inter- 
ruption because some findings indicate a 5 to 10 per cent incidence of failure 
in treatment by ligation alone. The fact that the treatment is 90 to 95 per 
cent effective is ignored. On the other hand, a 10 to 15 per cent incidence of 
failure in surgical treatment of duodenal ulcer is accepted with much less 
alarm. 


RESULTS WITH VENOUS THROMBOSIS COMPLICATED BY PULMONARY 
EMBOLISM 


Rs IS OUR OPINION that, while venous thrombosis is properly treated by 
anticoagulants, pulmonary embolism is best treated by vein interruption, 
which, in a sense, is a preventive of future emboli. Treatment of actual or 
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potential pulmonary embolism by vein interruption does not absolve one 
from continuing the basic treatment of the underlying venous thrombosis 
with anticoagulants for a significant period postoperatively. This anticoagu- 
lant therapy is directed at the thrombotic process below the tie as well as at 
the possibility of proximal extension. This viewpoint has been substantiated 
by our experience at Wadsworth General Hospital. 

Sixty-two cases of pulmonary embolism are recorded between March 
1950 and April 1953, in sufficient detail for analysis. Fourteen of these 
patients received no treatment. Of these, 13 died; 7 had sudden emboli. At 
autopsy, 3 showed emboli which were probably not the direct cause of death. 
Three were untreated for unknown reasons. One is still alive. Of the 48 who 
received treatment, 6 died of further embolism, and 4 from other diseases. 
Thirty-four patients had initial treatment with anticoagulants, and 19 
received only anticoagulant treatment. Of these 19, 12, or 63 per cent, are 
alive and well without further embolism; and 7, or 37 per cent, had further 
emboli during or after anticoagulant treatment. Four of these 7, or 21 per 
cent of the 19, died of massive embolism. Fifteen later had vein interruption. 
Twenty-five were treated by surgery alone or in addition to anticoagulants. 
Sixteen had previously been treated with anticoagulants. Twenty-three, or 
92 per cent of the 25, are living and well without further embolism. Of these, 
3 had symptoms of embolism in the first twenty-four hours after operation, 
but no further difficulties. Two, or 8 per cent of the 25, died of embolism 
after vein interruption. 

Summaries of 3 cases in the surgically-treated group are presented : 


Case 1. The patient, a 42-year-old white insurance salesman, had been hospitalized 
several years previously for treatment of acute duodenal ulcer. Fourteen months before 
this final admission to Wadsworth General Hospital, he had chest pain and hemoptysis 
following unaccustomed exertion. This was first treated as a virus pneumonia. He 
later had swelling and tenderness in his right leg, further chest pain, and hemoptysis. 
A right superficial femoral vein ligation was performed by his family doctor who 
found and removed blood clots in the vein at the site of ligation. The patient was given 
anticoagulants and appeared to be improving when he suffered a third episode of chest 
pain and hemoptysis. 

He was transferred to Wadsworth General Hospital, where x-ray examination 
showed a large infarct in the left lower lobe of the lung with a collection of fluid in the 
left pleural cavity, and findings consistent with a resolving infarct in the right lung 
field. The entire right lower extremity was massively swollen and there was edema of 
the right side of the trunk extending up beyond the lateral costal margin, and mild 
swelling of the left lower extremity. On aspiration, 350 cc. of clear red-tinged fluid 
were drawn from the left side of the chest. He improved on treatment with heparin in 
large enough doses to maintain clotting time at levels above twenty minutes, and was 
finally able to be discharged. For six months he was kept on Dicumarol with pro- 
thrombin level maintained below 40 per cent of normal, then for four months on epsilon 
phosphate and calcium, and finally all medication was discontinued. 

During this period, the swelling of the right lower extremity diminished so that it 
was normal in appearance. He was essentially asymptomatic for about two months 
following discontinuance of medication, then one evening noted gradual onset of pain 
in the left side of the chest which became more severe. The next morning, coughing 
produced bloody sputum and he was immediately readmitted to the hospital. Heparin, 
aureomycin, and bed rest were prescribed. Ten days later, all symptoms had subsided 
and an interruption of the left superficial femoral vein was performed. The vein was 
normal at the level of interruption. He appeared to improve, but one week after the 
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operation he suddenly died after a brief episode of sweating, cyanosis, and extreme 
dyspnea. 

Postmortem examination showed a pale, organized thrombus filling both pulmonary 
arteries. The vena cava and iliac veins were normal as was the venous system of the 
left lower extremity, except for the recent vein ligation. However, the wall of the right 
deep femoral vein was thickened and showed organizing thrombus in its wall which was 
believed to be the source of the fatal embolus. 

Case 2. At the time of his first admission, this 73-year-old man had a supracondylar 
amputation of the left leg for arteriosclerotic gangrene, with interruption of the super- 
ficial femoral vein on that side only. Ten months tater he was readmitted because of 
arteriosclerotic gangrene in the remaining leg. A supracondylar amputation was _ per- 
formed, followed by a right superficial femoral vein interruption. He died five days 
postoperatively, of what appeared clinically to be a massive pulmonary embolism. 
Unfortunately, permission for autopsy was not granted. 

Case 3. The patient, a 41-year-old lumberyard owner, was first admitted to Wads- 
worth General Hospital in: August 1950. He had had an appendectomy at another 
hospital three months previously, followed by a thrombophlebitis in the left leg, which 
had subsided with anticoagulant treatment. A few days before admission he had 
moderate tenderness in the left calf, but the symptoms were mild and the swelling 
subsided overnight. He was consequently discharged without further treatment. Two 
weeks later pain and swelling developed in the left calf which within ten days extended 
up the thigh. Two days before his second admission he experienced sudden onset of 
severe pain in the left side of his chest which required repeated doses of morphine. On 
admission he was found to have moderate swelling of the left lower extremity with 
tenderness in the calf, positive Homans’ sign, and tenderness extending up the medial 
aspect of the thigh to the inguinal ligament. 

A roentgenogram of the chest was interpreted as showing no evidence of pulmonary 
infarction. He was immediately started on large doses of heparin but approximately 
sixteen hours after admission he experienced a second episode of sharp chest pain, this 
time on the right side. Because the anticoagulant treatment was unsatisfactory, inter- 
ruption of the left external iliac vein and right superficial femoral vein was performed. 
The left external iliac vein was indurated and surrounded by inflammation in the area 
of the inguinal ligament, but was soft and collapsible at its junction with the hypogastric 
vein the point at which interruption had been made. Heparin was given two weeks 
postoperatively, then changed to Dicumarol, large doses of which were required to 
maintain clotting time below 30 per cent of normal. Two weeks postoperatively, cough- 
ing produced small quantities of dark blood, but no chest pain or dyspnea was noted 
and temperature, pulse, and respiration remained unchanged. The hemoptysis was 
believed to represent breakdown products from the resolving infarct. He was discharged 
from the hospital shortly thereafter on a maintenance dose of Dicumarol adjusted to 
biweekly prothrombin times. The Dicumarol was discontinued two weeks later. He 
was able to return to work one month after discharge. Moderate swelling of the left 
and minimal swelling of the right lower extremities were present. When last seen, 
eighteen months after operation, he had minimal swelling of his left leg and almost 
no swelling of the right leg. He had been working actively for the preceding seventeen 
months. He had been wearing elastic stockings since his operation and was advised 
to continue. 


In determining the level of vein interrtiiption to be applied in a given 
case we have purposely avoided attempting to develop a standardized opera- 
tion. Rather we have endeavored in all cases to interrupt at a level above 
the clotting process, but at the same time, spare as many normal, major 
venous return channels as possible. Table 1 summarizes the sites of vein 
interruption selected in the 25 surgically treated cases. 


DISCUSSION 


Ww E BELIEVE that the patient in the first report would be alive today if he 
had been subjected to properly conceived and executed vein interruption, and 
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TABLE 1] 
SITES OF VEIN INTERRUPTION IN 25 CASES 

Superficial femoral, bilateral Are He 9 
Common femoral, bilateral. 4 
External iliac, superficial femoral 3 
External iliac, bilateral. . fy eae ee eee Ue See a ty a 2 
Superficial femoral, common femoral 2 
Vena cava 2 
Common iliac, superficial femoral I 
Common iliac, external iliac I 
Common iliac, unilateral I 

Total 25 





also that the vein interruption would not have increased his disability from 
swelling of the extremities. Vena cava ligation was seriously considered on 
original admission but heparin was used instead since the edema of the trunk 
indicated a high thrombosis in the vena cava which might have necessitated 
ligation at or above the level of the renal veins. At that time, the tendency to 
condemn vein interruption and rely on heparin therapy was growing. We 
were unfavorably impressed with the disability imposed upon 2 patients who 
had had vena cava ligation elsewhere and who were under treatment for 
recurrent severe stasis ulcers. From the autopsy findings, it is apparent that 
a right-sided external iliac interruption plus the left-sided superficial femoral 
interruption would have given adequate protection against further lethal 
emboli. Certainly there had been more than an adequate trial on anticoagulant 
treatment. The vein interruptions performed were not adequate insofar as 
level was concerned, in light of current concepts. 

The treatment of the second patient should have included common 
femoral interruptions at the time of operation as well as the further pro- 
tection offered by anticoagulant treatment during the immediate postopera- 
tive period. 

The third patient was treated on both occasions of venous thrombosis 
with what was considered to be adequate anticoagulants. In spite of a second 
trial of intensive anticoagulant treatment, his problem was not solved, and 
his life was endangered until vein interruption was performed. Some patients 
treated with anticoagulants alone can be expected to suffer from venous 
thrombosis or pulmonary emboli at unpredictable times after treatment has 
been discontinued. Addition of vein interruption to the treatment of such 
patients will halt recurrence of further emboli springing from a source below 
interruption level and may hasten resolution of the local thrombotic process. 

The generally accepted management of venous thrombosis which has 
progressed proximally above the level of the inguinal ligament excludes vein 
interruption unless continuing pulmonary emboli force the issue. Vena cava 
interruption is then employed as a last resort. 

Anticoagulant therapy in this situation may drive the process distally but, 
in the process, a long thrombus may be formed free from the vein around 
its entire circumference and over its length, and attached distally only at its 
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base. Such a thrombus is potentially lethal, since any length may break off 
at any time, menacing the patient like a sword of Damocles. Under such 
conditions, vena cava ligation is rarely necessary and ligation of the external 
iliac vein at its junction with the hypogastric is frequently as effective as vena 
cava ligation. There is the added advantage that the extensive collateral from 
the hypogastric vein is maintained on the side of external iliac interruption 
and adequate protection from possible emboli from the other side may be 
provided by interruption there of the superficial femoral vein, provided the 
patient is given a postoperative course of heparin treatment. In cases of 
bilateral high involvement, bilateral external iliac interruption is preferable 
to vena cava ligation, because of the marked difference in available collateral 
circulation. 

In this hospital, an increasing number of patients previously given anti- 
coagulant treatment for venous thrombosis of the extremities are returning 
with recurrent thromboses or with pulmonary emboli. The final place of 
anticoagulants in treatment of venous thrombosis is yet to be determined. 
Certainly, the value of anticoagulants has been proved in prophylaxis, and 
there can be little doubt of their effectiveness in treatment of early venous 
thrombosis. However, as long as a clear channel to the lungs is available to 
a lethal-sized thrombus, especially in the venous system of an extremity 
previously afflicted with acute venous thrombosis, the life of the patient is 
jeopardized. 

Vein interruption has been condemned by some because of the swelling 
in the extremities it is said to produce. Interruption of a main vein draining 
an area previously involved in a thrombotic process not only does not 
increase amount of swelling and edema which will ensue, but may actually help 
in controlling the degree of swelling. We have found that in our patients the 
amount of postphlebic edema cannot be correlated with either ligation or 
anticoagulant therapy. For example, one of the worst edemas we have 
encountered was in a patient treated by anticoagulants alone. Edema follows 
in a definite number of patients treated by either anticoagulants, vein inter- 
ruption, or both. The amount of edema is more apt to be correlated with 
severity and site of disease rather than with the treatment. Vena cava liga- 
tion is blamed by some for a high incidence of postoperative edema and stasis 
ulceration. Nevertheless, we have seen the same clinical picture in a patient 
with venous thrombosis which had progressed upward to involve the iliacs 
and vena cava. This patient had been treated only with anticoagulants. He 
had suffered episodes of recurrent venous thrombosis and pulmonary emboli. 
He was subjected to vena cava ligation to prevent further emboli but the 
vena cava and the distal remainder of the system were found to be completely 
scarred and occluded from previous episodes of venous thrombosis. 

If vein interruption is to be beneficial, these principles should be followed : 

1. The vein or veins must be interrupted at a level above the uppermost extent of 
the clotting process. 
2. If possible, interruption should be performed flush with the junction of a major 


uninvolved tributary vein so there will be a free flow of blood past the site of the 
intimal injury imposed by the operation. 
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3. The patient should be maintained postoperatively on heparin in large enough 
doses to produce a significant prolongation of clotting time in order to combat possible 
propagation of a thrombus at the site of interruption, and to aid further the resolution 
of the primary thrombosis. 

4. At least a superficial femoral vein interruption should also be performed on the 
silent extremity since it too may be a source of emboli, which are frequently lethal if 
their access to the heart is not blocked. 

5. Concern over the amount of postoperative swelling must not influence the surgeon 
in choosing the level of vein interruption. Vein interruption in an extremity already 
involved in a thrombotic process will not increase the amount of residual swelling. 
Interruption of the venous drainage of a normal extremity at a level at or below the 
external iliac vein, will produce little postoperative swelling of consequence, especially 
if the patient is supported for a time after operation by the use of elastic stockings. 
Interruption of the superficial femoral vein may result in no postoperative swelling 
whatsoever. 

6. Every patient thought to have suffered a pulmonary embolism should be subjected 
to bilateral vein interruption at properly chosen levels. He should be maintained on 
heparin for ten to fourteen days postoperatively, and returned to ambulation gradually 
as the anticoagulant dosage is reduced. Selected cases of venous thrombosis of the 
extremities, which have not yet shown evidence of embolization, should also be sub- 
jected to vein interruption in addition to basic treatment with anticoagulants, since 
embolization sometimes occurs after treatment has been discontinued. This applies 
especially to patients with pure spontaneous venous thrombosis, and to patients 
requiring prolonged bed rest or further operative treatment since the addition of vein 
interruption to anticoagulant therapy will permit a far shorter period of hospitalization. 


SUMMARY 


Experience with venous thrombosis complicated by pulmonary 
embolism at Wadsworth General Hospital shows that anticoagulant 
therapy alone is inadequate. Vein interruption and complementary anti- 
coagulant therapy for venous thrombosis complicated by pulmonary 
embolism are strongly recommended. Because of the potential danger of 
embolization in venous thromboses, every case should be considered 
primarily as one requiring surgical as well as medical attention. 


REFERENCES 


ROE, BENSON B., and JOEL C. GOLDTHWAIT: Pul tients. Surgery 27: 564, 1950. 

monary embolism, a statistical study of post-mor- 3. ALLEN, ARTHUR W.: The present evaluation of the 
tem material at the Massachusetts General Hos- prophylaxis and treatment of venous thrombosis 
pital. New England J. Med. 241: 679, 1949, and pulmonary embolism. Surgery 26: 1, 1949. 
KIRBY, CHARLES K., and WILLIAM T. FITTS, JR.: 4. FARRIS, JACK M.: Pulmonary embolism. West. J. 


Thromboembolic complications in surgical pa Surg. 61: 524, 1953. 











Occult Gastrointestinal Bleeding in 
the Aged Simulating Cardiac Disease 


F. Steigmann, M.D. 


ARDIAC DISEASE, ranked as top killer of people over 50, is more inten- 
sively advertised to the lay person than any other disease except can- 
cer. In the diagnosis of cardiac disease, moreover, the several gadgets, 

such as sphygmomanometers and electrocardiographs, make it almost a 
pleasure to practice cardiology. 

In contrast, the diagnostic tests for gastrointestinal disease are time- 
consuming, and are occasionally disturbing to both doctor and patient. It is 
easier to take a blood-pressure reading than to do a stool examination; to 
take an electrocardiogram than to do a gastrointestinal x-ray series; or to 
take a venous pressure than to do a gastric analysis. It is not surprising that 
medical men are happier to deal with cardiac than with gastrointestinal 
cases, and, perhaps subconsciously, more inclined toward diagnosis of cardiac 
disease. Not infrequently alleged symptoms of cardiac disease are taken as 
basis of the latter condition without sufficient corroborating evidence while, 
on the other hand, not enough attention is given to disturbances in extra- 
cardiac areas as causes for such symptoms. 

The greater tensions of everyday life have undoubtedly increased the 
incidence, morbidity, and mortality from cardiac disease. At the same time, 
other conditions caused by stress, such as peptic ulcer and colitis, have also 
increased. Nevertheless, dyspnea, weakness, precordial or lower chest pain, 
and edema of the ankles in the older person will almost invariably suggest 
disturbance of the cardiovascular system with complete ignoring of possible 
extracardiac causes for such symptoms. 

Some patients undergoing intensive cardiac screening may show minor 
changes in blood pressure, pulse rate, cardiogram, and blood chemistry, and 
the suspected diagnosis of heart disease appears to be confirmed. Treatment 
may improve original symptoms temporarily, for some symptoms will 
improve on bed rest regardless of underlying cause. Other patients, who do 
not show minor changes from the normal, may be considered as having 
cases of cardiac neurosis and treated with a sedative. In both instances, a 
certain amount of harm results—at times serious and irreparable—if the 
underlying condition for these symptoms is not discovered. 

The intern, resident, or even mature clinician who day after day sees 
cardiacs with a definite, stereotyped symptom complex may not be alert to 
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the slight difference in the “cardiac’’ symptomatology of the patient with 
extracardiac disease. Or, he may similarly overlook cases of cardiac disease 
with symptoms predominantly of the gastrointestinal tract. 

While the initial misdiagnosis of cardiac disease in a patient who has 
extracardiac pathology with cardiac symptoms should not be condemned too 
severely, the continuation of such misdiagnosis must be frowned upon. The 
average cardiac case gives sufficient evidence of cardiac pathology so that 
the diagnosis is not too difficult. Hence, the patient with cardiac symptoms 
with little or insignificant cardiac findings should be given the benefit of a 
search for other causes for his symptoms. Since gastrointestinal disease may 
mimic cardiac disease, the alimentary tract should be searched first. In the 
presence of associated symptoms referable to the alimentary tract, such 
examinations are frequently done. However, if the patient does not mention 
any gastrointestinal symptoms, examination of the tract is frequently omitted 
until definite symptoms of alimentary tract pathology appear. 

Ww E SHOULD LIKE to focus the attention of clinicians on the occurrence of 

silent gastrointestinal lesions causing cardiac symptoms. Such a sympto- 
matology is especially apt to result from gastrointestinal lesions associated 
with low-grade bleeding, so that a moderate to marked iron-deficiency 
anemia results. This anemia leads to weakness, tachycardia, palpitation, 
precordial distress, dyspnea, and sometimes ankle edema—all symptoms 
which, especially in an elderly person, seem to spell heart disease. These 
conditions are illustrated by the following case reports. 


Case I. C. M., a 53-year-old man, was first admitted to the hospital in December, com- 
plaining of a cold, cough, and back pains. He said that he had always been in perfect 
health, and his history was negative. Physical examination was negative except for a 
temperature of 100.2° and a congested pharynx. He improved on symptomatic treat- 
ment and was discharged three weeks later. 

He was readmitted to the hospital in June with apparently momentary uncon- 
sciousness and profuse diaphoresis. Blood pressure was 160/98, pulse was 88 and irregu- 
lar, and temperature was 98.8°. Chest was emphysematous, and lungs were clear. The 
heart had an irregular rhythm and a systolic precordial murmur. The apex was found in 
the anterior axillary line. Abdominal examination was negative. Spinal fluid was normal, 
and the electrocardiogram revealed auricular fibrillation. He was discharged four days 
later with the diagnosis of arteriosclerotic heart disease. 

Nine months later he was readmitted because of sudden onset of epigastric pain 
radiating to both shoulders. There was no nausea, vomiting, dyspnea or other com- 
plaints. Blood pressure was 150/90, pulse was ‘88, and temperature was 98.8°. The heart 
was enlarged to the anterior axillary line and rhythm was irregular. The liver edge 
was palpable two fingers below the right costal margin. Cardiac workup was negative. 
He was discharged one week later as improved, with the diagnosis of angina pectoris. 

The patient’s final admission was ten months later with complaints of upper 
abdominal pain present for four days. On the morning of admission he vomited and 
complained of “hurting all over.’’ Blood pressure was 110/90, pulse was 110 to 112 
and irregular, and temperature was 99.8°. The patient was pale. The lungs showed no 
abnormalities; the heart was enlarged to the left, with a systolic murmur at the apex. 
As was greater than Ps. The abdomen was rigid and tender throughout, especially in 
the upper part. Bowel sounds were absent. Red blood count was 2.41; hemoglobin, 5.8 
gm.; white blood count, 17,300 with 76 polymorphs, 14 stabs, 8 lymphocytes, and 2 
monocytes. Urine was negative. Diagnosis was that of a probable perforated ulcer. An 
exploratory laparotomy was performed, revealing a perforated gastric ulcer with 
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gastric contents in the peritoneal cavity. A biopsy specimen taken from the ulcer edge 
showed the lesion to be an ulcerated adenocarcinoma. 


Comment. It is difficult to say how long this patient had the adenocar- 
cinoma. It is significant, however, that about ten months prior to final 
admission he was hospitalized for six days because of epigastric pain, but 
was discharged with a diagnosis of angina pectoris because of cardiac find- 
ings. It is also significant that he last entered with a red blood count of 2.4 
and a hemoglobin of 5.8 gm., indicating a marked but unrecognized loss of 
blood in the approximate two years between his second and final admissions. 


Case 2. The patient, a 56-year-old man, entered the hospital complaining of weakness, 
dyspnea on exertion, palpitation, chest pain, and edema of the ankles for several weeks. 
Physical examination showed mild emphysema and slight enlargement of the heart. The 
blood pressure was 154/90, and the pulse, 84 and regular. There were no findings in the 
abdomen. The lower extremities showed a two plus pitting edema. The blood count 
revealed a mild anemia. Urine and blood chemistry were not significant. Electrocardiogram 
findings were consistent with myocardial insufficiency. The patient was put on a cardiac 
management on which he improved. He was discharged two weeks later to the cardiac 
outpatient clinic. 

He returned three months later with similar complaints, except that he was now 
weaker, Physical examination revealed noticeable pallor and signs of weight loss, other- 
wise findings were similar to those found on the first admission. The anemia suggested 
bleeding from the alimentary tract and the gastrointestinal x-ray series confirmed this sus- 
picion by demonstrating a carcinoma of the cecum. Resection of the right colon resulted in 
an uneventful recovery and the patient is well now almost six years after the operation. 


Comment. In this patient, the symptoms of weakness, dyspnea, palpita- 
tion, chest pain, and edema of the ankles were considered to be due solely to a 
cardiac disease. The true nature of the disease was not recognized until 
three months later, when severe anemia and marked weight loss led to sus- 
picion of an extracardial condition. 


Case 3. J.J., a 48-year-old lawyer, had an attack of faintness, precordial pain, 
dyspnea, pallor, and sweating while at a meeting. The pulse became thready and rapid. 
On examination a few minutes later, the hotel physician made a diagnosis of coronary 
thrombosis and the patient was given a hypodermic injection and put to bed. He 
recovered from these symptoms within a short time but remained in bed. An electro- 
cardiogram taken immediately after onset of symptoms and daily for the next two days 
failed to reveal any signs of myocardial infarction. Subjectively, the patient felt well. 
An initial blood count was within normal. Following passage of a large tarry stool on 
the third day, a diagnosis of upper gastrointestinal bleeding was made and a duodenal 
ulcer was found in a later x-ray study. The patient has been doing well on an ulcer 
regimen. Electrocardiograms have remained negative. His history revealed intermittent 
bouts of epigastric distress relieved by baking soda or alka seltzer. 


Comment. In this patient, the sudden bleeding of a “silent”? duodenal 
ulcer led to the initial diagnosis of myocardial infarction because of “cardiac 
symptoms.”” A diagnosis of bleeding ulcer replaced that of myocardial 
infarction only on the appearance of tarry stools. In elderly individuals, a 
sudden gastrointestinal hemorrhage may be the inciting factor of an acute 
myocardial infarction, as I have observed in several cases. 

Case 4. H.E., a Negro man of 65, became dizzy and fell down while at work He was 
able to talk but was too dizzy to get up. He did not lose consciousness. On examination 
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two days later, his doctor told him that he had high blood pressure. For the past five 
to six weeks he had had dyspnea on exertion and despite a good appetite he was getting 
progressively weaker. For the past three months he had nocturnal dyspnea and edema, 
postural in type. He said he had no pain and never took any “heart medicine.” 

The history revealed nothing else except occasional cough. There was no abdominal 
pain, no dyspepsia, no melena. Nocturia occurred five to six times a night. Family history 
was unknown. He smoked moderately, had taken no alcohol for fifteen years, and used no 
drugs. He worked as a paper hanger. 

Physical examination showed a well-developed, well-nourished patient not acutely 
ill. Blood pressure was 110/68, pulse 100 and irregular. Head and neck were essentially 
negative except for a pale conjunctiva and signs of cataract operation on the eye. 
Funduscopic examination showed tortuosity of the veins and slightly pale disks. The 
tongue was moist and somewhat fissured. The chest was symmetrical with expiratory 
wheezes throughout. There was decreased tactile fremitus over the left lower lobe 
posteriorly with decreased resonance. A few moist rales were heard at both bases. 

The heart was of aortic configuration. There were no thrills but a systolic murmur 
was heard over the precordium. The abdomen was protuberant with pitting edema of 
the wall; the liver was palpable one finger below the costal margin. The spleen was not 
felt. Genitalia were edematous and extremities showed a 4 plus pitting edema. Rectal 
examination was negative. Reflexes were within normal range. 

The diagnosis was arteriosclerotic heart disease with aortic and mitral involvement; 
renal pathology; bilateral cataracts; and anemia. The patient was put on a cardiac 
regimen of absolute bed rest, low salt diet, aminophyllin; vitamin C, and digitalis. 

Laboratory study showed hemoglobin of 21 per cent and red blood count of 2.1 
with a color index of 0.5. This suggested bleeding from the gastrointestinal tract and 
arrangements were made for stool examination, gastric analysis, and x-ray examination. 

The stool was 4 plus on a meat-free diet. Urine showed 3 plus albumin, a specific 
gravity of 1.010, granular casts, 10 to 15 red blood cells, and many white blood cells 
per high power field. The total protein was 6.2 gm. per cent; nonprotein nitrogen, 12 mg. 
per cent and chlorides, 107 mEq. Electrocardiogram findings suggested heart strain. 
Serology was negative. The chest film was reported as compatible with an organic heart 
disease and pulmonary congestions. X-ray films of upper and lower gastrointestinal 
tract were negative. Because of these findings, the patient was continued on cardiac 
management and upon improvement was discharged to the cardiac clinic. 

He was readmitted six months later because of vision difficulty but particularly 
because of weakness and dyspnea on the slightest exertion. He had swelling of his ankles 
and around his eyes and complained of a productive cough. 

Physical examination showed him to be fairly well nourished but somewhat 
lethargic. The mucous membranes were pale. Crackling rales were present at the bases 
of both lungs with diminished breath sounds on the right side. There was a systolic 
murmur over the entire precordium. Blood pressure was 118/65, and pulse, 92 and 
fibrillating. No masses were felt in the abdomen, but shifting dullness was noted. There 
was edema of the genitalia and of the skin over abdomen and legs. The impression 
was again that of arteriosclerotic heart disease. 

The patient improved on a cardiac regimen with mercurial diuretics, although the 
laboratory examination revealed a hemoglobin of 17 per cent and red blood count of 
1.6. The white blood count was 11,550 and the number of platelets appeared to be 
within normal. There were microcytosis, polychromatophylia, stippling, and targetting. 
Nonprotein nitrogen was 30 mg. per cent; total protein, 6.5; albumin, 3.2; and globulin, 
3.1 mg. per cent. The alkaline phosphatase was 6.5 Bodansky units; gamma globulin, 
2.0 gm. per cent; cephalin flocculation, 3 plus; and thymol turbidity, 4.7. 

The severe anemia with low color index suggested a gastrointestinal lesion and a 
gastrointestinal series was ordered again. Gastroscopy revealed multiple polypoid lesions 
in the upper portion of the stomach. A subtotal gastric resection was done for multiple 
papillary benign adenomas. 


Comment. In this patient the slow bleeding from polypoid gastric lesions 


produced a low-grade, progressive anemia which led to symptoms frequently 


encountered in cardiacs. 
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DISCUSSION 


P ERUSAL of these case histories indicates that the following symptoms were 
found most often: weakness, dyspnea, pallor, cough, edema of the ankles, 
chest pain, and precordial pain. It is noteworthy that only 1 patient had a 
history of chest pain. Weakness, dyspnea, and pallor could have been produced 
by anemia as much as by cardiac disease. Yet in none of these cases, 
did the initial, and frequently the subsequent examiners look beyond cardiac 
disease as the underlying cause for these symptoms. 

As we said before, while an initial misdiagnosis of cardiac disease should 
not be condemned too harshly, the persistence in misdiagnosis may be quite 
harmful. A gastric carcinoma was overlooked for a long time in case 1, 
while in case 4, gastric polyposis was permitted to continue for some time 
before surgical intervention. The underlying condition must be recognized 
as soon as possible so as to institute corrective measures. 

Surgeons are careful to differentiate acute cardiac conditions—coronary 
occlusion, angina pectoris, cardiac failure with congestive liver, and acute 
pericarditis from surgical emergencies of the abdomen in the aged. Clinicians 
try to differentiate acute medical, abdominal conditions from cardiac disease, 
and vice versa. However, this holds true only when gastrointestinal symptoms 
are manifest. Thus, diseases of the abdominal viscera—hiatus hernia, peptic 
ulcer, cardiospasm, pancreatitis, or hepatobiliary tract disease—are usually 
considered in a differential diagnosis when the patient presents a multitude 
of symptoms. 

A cursory review of symptomatology will show the need for thinking of 
other than cardiac factors in cases presenting dyspnea, weakness, pallor, 
edema, and even precordial pain. All of these can be produced by anemia, 
which in turn may be the result of an obscure low-grade bleeding from the 
gastrointestinal tract. This anemia may aggravate any coexistent cardiac 
anoxemia thus leading to severe cardiac symptoms with electrocardiographic 
changes, so that the patient’s primary disease becomes even more obscured. 
Observation of such cases emphasizes the great need for recognizing occult 
gastrointestinal bleeding as a frequent cause of cardiac symptoms, since 
prognosis is often good if the underlying condition is promptly treated. 


SUMMARY 
Occult bleeding from the gastrointestinal tract is frequently overlooked 
in the elderly individual because the patient presents symptoms super- 
ficially indicating cardiac disease. Many have mild coexistent cardiac 
disease which may be aggravated by the superimposed anemia. 

Cardiac management may for a short time improve symptoms, so 
that recognition of the underlying condition is often postponed. 

Occult bleeding from the gastrointestinal tract should be looked for 
in every patient who presents himself with mild cardiac symptoms— 
particularly weakness, dyspnea, pallor, and edema. 


From the Department of Medicine and Gastrointestinal Clinic of Cook County Hospital, Chicago. 





Carcinoma of the Esophagus 


A GERIATRIC PROBLEM 


Edgar F. Berman, M.D. 


ARCINOMA of the esophagus is a major problem in geriatric medicine. 

An estimated 10 per cent of all gastrointestinal malignancies reside 

in the esophagus (2 per cent are of squamous origin), and of these, 
the greater proportion occurs in the seventh and eighth decades. This is reason 
enough for the disease to be approached somewhat more esoterically. How- 
ever, the vital position of this lesion in the mediastinum, its excessively rapid 
spread, and paucity of early symptoms are also factors which accentuate the 
problem. 

The unfortunate association of the poor-risk patient with a wildly-spread- 
ing, inaccessible lesion has been rendered more unfavorable by the mal- 
adaptation of operations, which are usually too great in magnitude for the 
patient and too small in scope for the disease. Reports show that the mortal- 
ity incident to this operation is out of all proportion to the longevity and 
comfort which it gives.’ 

Until recently, we have not considered whether the usual surgical attack 
is appropriate for the patient and the disease, what the limitations are, and 
whether the entire concept of surgical therapy should be reevaluated and 
altered. 


he ANY REAPPRAISAL, three factors must be considered: (1) the specific 
traits of the disease, (2) the geriatric patient as the host, and (3) the opera- 
tive procedure as it relates to both of these. 

Carcinoma of the esophagus is somewhat unusual in that there are two 
distinct types of disease. The slow growing adenocarcinoma of the lower 
esophagus arises from the cardia of the stomach or from ectopic foci of 
gastric mucous membrane in the esophagus. The epidermoid carcinoma of 
the middle and upper portion of the esophagus, considered the true malig- 
nancy of this organ, spreads with amazing rapidity, both laterally and verti- 
cally, directly and nodally. This spread, because of the location of the esopha- 
gus, involves the most vital structures in the body and rules out the possibility 
of an en bloc or an encompassing cancer operation. A period of five to seven 
months usually elapses between the first symptoms of pain or dysphagia and 
the patient’s first visit to the doctor. The location of the cancer, the rapidity 
of growth, and late symptomatology account for most of the cases which are 
not amenable to surgery. 


EDGAR FRANK BERMAN, @ graduate of the University of Maryland in 1939, specializes in 
surgery, serves on the staffs of Sinai, Johns Hopkins, Franklin Square, Lutheran, and 
St. Agnes hospitals, Baltimore, has been a lecturer at several European universities. 
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Since carcinoma of the esophagus usually attacks people in the oldest age 
group, the parallel infirmities of old age must be considered in evaluating these 
patients for surgery. The most common infirmity, of course, is the low 
cardiovascular-renal reserve, which is so important yet so vague a criterion 
in estimating surgical risk. There is greater likelihood that these older 
patients have had a cardiovascular accident prior to malignancy, and a greater 
chance that such a catastrophe will occur as a result of operative stress. A 
reduced vital capacity and diminished threshold of pain are also important. 
Then too, the nutrition of the older patients must never be underestimated. 
The insidious esophageal obstruction, with a gradually narrowing diet, is 
the hallmark of the disease. This faulty diet, combined with the catabolic 
effects of malignancy, and accentuated by the poor appetite, lack of dentures, 
and faulty absorption, make these patients poor operative risks. 

Thus we have our typical patient—a person well on in years, unable to 
obtain adequate nutrition, with a malignancy which has usually spread into 
vital structures beyond surgical encompassment. The surgical procedure 
generally used is resection and esophagogastrostomy — a time-consuming 
operation of great magnitude. It entails entering both thoracic and abdominal 
cavities, splitting the diaphragm, devascularizing the stomach, raising it into 
the chest, dissecting the esophagus from the surrounding structures, and 
performing a minute anastomosis. 


| —_— the discrepancy between the patient as an operative risk and 
the extent of the operation, it is not surprising that the mortality rates in 
the best clinics average from 30 to 50 per cent. The procedure is too trau- 
matic and too time-consuming for these elderly, malnourished patients. 
Empiric blood replacement with resultant disturbances in hemodynamics is 
in itself a deadly feature of a procedure such as this. As shocking as is the 
mortality, the morbidity which frequently ensues may leave the patient as 
uncomfortable as before operation. The dilated, vagotomized stomach in the 
chest is apt to cause immediate pulmonary complications and postprandial 
distress. Loss of the sphincter mechanism at the cardia leads to regurgitation, 
esophageal ulceration, and stricture formation. The frequency with which 
malignancy recurs, with recurrent obstruction near the anastomosis, is much 
too high. 

The risk of the procedure, with possibility of a crippling morbidity, must be 
rationalized with the fact that in 75 to 90 per cent of cases the disease is not 
totally eradicated. Although surgical technic has progressed to the point 
where the entire esophagus may be resected, bringing the stomach up into 
the neck, it does not absolve the surgeon from serious consideration of the 
lateral extension of the disease into and around the vital mediastinal struc- 
tures which must be left behind. There should be no delusion about doing < 
real cancer operation in the mediastinum. Reports of five-year cures are a 
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curiosity, with most of the patients who survive operation enduring an 
uncomfortable existence for less than two years. Studying these facts, the 
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only conclusion that can be reached is that this is not the procedure of choice. 

However, the disease should not be given up as hopeless and there should 
be some criteria to guide us in choice of an alternative. Palliation is the best 
that can be accomplished with most patients, and every patient, regardless of 
the extent of the lesion, should be allowed its ameliorating effects. As much 
of the tumor as possible should be removed. The operation should assure 
a reasonable mortality and morbidity. Every procedure for the rare early 
lesion should carry the possibility of cure. Lastly, comfort should be the 
primary objective for those patients who may have only a year or more of 
life remaining. 

Present experience indicates that resection of the malignancy with 
implantation of a plastic tube fills all of these criteria.*“ It is a simple opera- 
tion, requiring less than one and one-half hours to perform, with the possi- 
bility of a cure if the lesion is not too extensive. The approach is through the 
right chest, and the abdomen is not disturbed, nor is the sphincter mechanism 
at the cardia, unless the lesion is extremely low. Any capable surgeon can do 
this procedure; it does not take an esophageal specialist. The procedure is 
nontraumatic, with little blood loss, and little disturbance in hemodynamics. 
The mortality has been approximately 16 per cent in the 89 cases collected, 
with a negligible morbidity. The longest period of survival so far is 22 
months. The patient is comfortable postoperatively, with a rather smooth 
course, and has normal swallowing. This technic may be used on any portion 
of the esophagus from the pharynx to the cardia. We consider every case 
operable in that it is a palliative procedure no matter how widespread the 
disease, yet it is not a compromise in curative cases. In early lesions, as 
much esophagus as necessary may be resected and the tube implanted. Tubes 
come in various sizes up to 9 inches in length. However, they are still not 
finished products and much embellishment and improvement are expected. 


Beis FOLLOWING CASE REPORT illustrates several of the points embodied in 
this paper : 


L. H., a 62-year-old white male, was admitted to the hospital with a chief complaint 
of difficulty in swallowing. Approximately one year before admission he had _ noticed 
difficulty in swallowing solid foods, which became progressively worse until six months 
ago, when he went to his local physician who prescribed medication. One month later he 
was given x-ray examination and a diagnosis of carcinoma of the esophagus was made, 
without esophagoscopy, but operation was -not advised. He continued to go downhill 
until admission, when obstruction was complete. There was some hoarseness present. 

Physical examination showed an emaciated elderly man. Other findings were not 
contributory. Laboratory examination was essentially negative. A roentgenogram 
showed carcinomatous obstruction at the level of D 7 with involvement for 8 cm. 
distal (figure 1A). Esophagoscopy showed a malignancy beginning at the upper portion 
of the lower third of the esophagus. Biopsy revealed a medium-ripe squamous car- 
cinoma. 

The patient was operated upon with palliative intent only. Approach was through the 
bed of the right seventh rib. The malignancy was found to be infiltrating all structures 
with pleural metastases. If there had been only local extension, which is the rule, the 
malignancy would have been removed leaving some on the surrounding structures. 
In this case, however, an incision was made into the esophagus below the lesion and 
the tumor dilated with graded sounds. A 7-inch polyethylene tube, long enough to bridge 
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Fic. 1. A. X-ray film showing obstruction in 
the lower esophagus. B. Barium swallow one 
month postoperatively showing the tube in 
place. 


the tumor, was inserted from below, its 
lower end anchored according to the tech- 
nic described, and the incision in the 
esophagus closed. A Levin tube was run 
through the plastic tube into the stomach. 
The lung was inflated and the chest closed 
with drainage. 

The patient was placed on antibiotics, 
was drinking fluids well in seven days, and 
at the time of discharge two weeks later, 
was eating a regular post ulcer diet. Two 
weeks after discharge, he was eating a 
nonrestricted diet and lived quite comfort- 
ably for six months, finally dying of 
metastases (fig. 1B). 





CONCLUSION 


The operation of esophagogastrostomy has proved too great in magni- 
tude for the type of patient affected and too small in scope for the 
disease involved. The combined experiences of many clinicians show that 
the disease has pathologic and physiologic limitations beyond which we 
cannot go without disaster. The high mortality and morbidity outweigh 
the uncomfortable short survival afforded by the operation. 

We feel that the use of a polyethylene prosthesis offers hope of a 
low mortality and morbidity—the same longevity and possibility of cure 
as esophagogastrostomy and a comfortable patient as long as he lives. 


From the Department of Surgery, Sinai Hospital, Baltimore, Maryland. 
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Surgical Management 
of Renal Tumors 


Russell B. Roth, M.v., Anthony F. Kaminsky, M.D., 


and Elmer Hess, M.D. 


ENAL MALIGNANCY is, to the best of our knowledge, cured only by 
surgical excision. (An occasional Wilm’s tumor may be satisfactorily 
handled by radiation therapy alone, but it is generally accepted that 

the nonsurgical management of renal neoplasms in adults is predicated on 
incurability of the disease. 

In this paper, we are not concerned primarily with surgical technic. Once 
diagnosis of renal neoplasm is established and the decision for operation is 
made, the individual surgeon must decide whether to use an abdominal 
approach, a transthoracic approach, or one of the rib-resecting or flap- 
unhinging modifications of the standard lumbar attack. 

What we wish to discuss is the decision to operate. Patients, relatives, 
and many general medical advisors are understandably reluctant to permit 
major surgery when the object is not cure of the disease. If we are to 
advocate such treatment as a palliative measure, we must have a reasonably 
clear concept of its advantages and disadvantages over nonoperative therapy. 

The material for this study consists of 44 cases of malignant renal tumors 
presenting such problems in our clinic during the past six years. 


DIAGNOSIS 


\Ilthough several refinements in diagnostic approach have become available 
in recent years, the point of departure is still a complete, careful investigation 
whenever red blood cells are found in the urine. In our experience, early, 
curable renal carcinomas are never painful, visible, or palpable as masses, 
but early curable cancer of the kidney may bleed. No physician will contribute 
to the cure of renal cancer until he regards every case of hematuria, gross 
or microscopic, as one demanding complete urologic study. Public awareness 
of the dangers in passing bloody urine grows slowly but in an encouraging 
fashion. Professional education undoubtedly advances as well, but too many 
physicians are still willing to employ symptomatic treatment and a wait-and- 
see attitude toward hematuria. 

Even when the physician is most acutely aware of the seriousness of the 
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problem, errors may be made. In 1950, a robust young man was referred 
to us with gross hematuria identified as originating in the right kidney. 
Repeated pyelograms by retrograde and intravenous routes failed to show 
anything which could be interpreted as a filling defect or calyceal distortion. 
The patient was told to return in two months for rechecking, but since the 
gross bleeding stopped and he felt quite well, he ignored these instructions. 
Coming in three years later, in a fresh episode of hematuria, he was found 
to have a huge right renal mass, difficult to excise, with pathologic study 
showing an extensive papillary cystadenocarcinoma of the kidney. One could 
wish that nephrectomy had been performed in the first place, even in the 
absence of definitive diagnostic evidence. . 

We repeat then: All cases of hematuria must be viewed with a high index 
of suspicion. Complete urologic evaluation should include pyelography, 
perhaps by both intravenous and retrograde routes. Additional aids are 
perirenal air insufflation, aortography, and cytologic study of urine sediments. 
Translumbar aortography, so useful elsewhere, has limited use here, for 
masses large enough to distort the arterial pattern of the kidney are not 
early cancer. Much information may be gained in studying a nonfunctioning 
kidney by this method, or in differentiating cyst from tumor, but this technic 
rarely gives real help in detecting early renal cancer. This is also true of the 
perirenal air studies done by paracoccygeal introduction of air or other gas. 

In theory, the cytologic approach should offer most help in finding renal 
cancer in a stage before it is large enough to distort renal outline, arterial 
circulation, or internal structure to a degree recognizable by x-ray visualiza- 
tion. Unfortunately, save in papillary tumors of the renal pelvis, renal car- 
cinomata do not desquamate into the urine. We have found it helpful, when 
differentiating between blood clot and tumor as a cause for pyelographic 
filling defects, to have the supplementary evidence of cytologic studies. 


SURGICAL MANAGEMENT 


is 1947, we advanced the idea that when urinary tract bleeding is known 
to come from one side, and when it continues grossly or microscopically 
for more than one week, nephrectomy is justifiable, even though all diagnostic 
studies are inadequate for definite diagnosis. This, of course, carries the 
assumption that the contralateral kidney appears normal. In following that 
concept through in 7 cases, we found 4 carcinomata, 2 cases of chronic 
pyelonephritis, and 1 case defying diagnosis even after multiple sections. 
Even though this approach gives us a better than 50 per cent yield of 
reasonably early cancer, the consequences may be serious in the nonmalignant 
cases in which a potentially bilatera' disease is treated by removing one 
kidney. One of the 3 nonmalignant cases referred to has since died of disease 
of the remaining kidney. We now feel that we must have more tangible 
evidence of tumor than simple hemorrhage. This additional evidence will 
vary in the individual case. The following case history illustrates why 
nephrectomy is not always indicated. 
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Case 1. E. E., a 58-year-old white male, was admitted to the clinic on October 
15, 1952, because of gross painless hematuria. He had had a previous episode of bleed- 
ing in June 1952, and one occurrence of hematospermia in May 1952. The first urologic 
study showed bloody urine coming from the left ureter, but pyelograms showed no 
abnormalities. The prostate was enlarged and indurated, suggesting carcinoma to 
several examiners. A second cystoscopy showed a bloody ooze from the mucosa 
overlying the prostate. Ureteral urine seemed to be clear. There was no x-ray evidence 
of metastasis, serum acid phosphatase was 3.2 Ka. units, and there were no symptoms 
of urinary obstruction. A third cystoscopy distinctly showed bleeding from the left 
kidney, but again pyelograms showed no detectable abnormality. 

The patient had had a coronary occlusion in May 1952 and greatly feared surgery. 
During the observation period an acute acromial bursitis developed. For these reasons, 
nephrectomy was postponed. The patient was released from the hospital but was seen 
on subsequent occasions in the out-patient clinic, always with gross hematuria. One 
month after discharge from the hospital, he had acute colic, passed a small stone, and 
has remained asymptomatic since that time. Careful review of the many films available 
does not disclose a recognizable stone. 


It should not be implied that evaluation of hematuria is purely a matter 


of instrumental and roentgenologic study. There is a long and impressive 
list of ‘“‘medical’’ causes of hematuria, unilateral or bilateral. Careful hemato- 
logic investigations are essential in every case in which diagnosis is difficult, 
and should include bleeding and clotting times, prothrombin levels, and 
platelet counts, in addition to routine blood studies. Even when the pyelogram 
shows structural distortion compatible with tumor, we cannot depend on 
100 per cent accuracy. 


Case 2. L. O., a 69-year-old-white female, had enjoyed good health except for 
one month of mild upper respiratory infection followed by an acute attack of severe 
pain in the left lumbar area, radiating anteriorly and lasting for about twelve hours, 
accompanied by gross painless hematuria. Physical examination was negative except 
for chronic auricular fibrillation. 

The report of cystoscopic study with retrograde pyelography reads: “There has 
been gross hematuria from the left kidney. Pyelograms show clot still present in the 
renal pelvis and much disruption of normal architecture which could be either 
inflammatory or neoplastic. Microscopically, urine from this kidney does not show 
increased numbers of leukocytes.” Two days later repeat pyelograms showed distortion 
again suggesting tumor. Smears of left kidney urine showed no evidence of malignant 
neoplasm. Bleeding continued and radical left nephrectomy was performed on April 
25, 1953. 

The opened kidney showed a peculiar zone of pale yellow-gray friable tissue 
surrounding the renal pelvis and calyces, much like a thick glove covering hand and 
fingers. In the upper pole, this enveloping zone had a nodular appearance of 4-cm. 
thickness. According to the histologic report: “Interest centers in the many blocks of 
the hilar region that were embedded. In most of these, there is a major artery which 
on section measures 4 to 5 mm. in diameter. In‘several areas stained with hematoxylin 
and eosin, the media shows cystic spaces containing faint blue mucinous material. In 
similar sections stained by the trichrome technic there are numerous smudgy red areas 
throughout the media. These are interpreted to represent cystic medial necrosis. . . . 
The process of dissection, originating probably in the major renal artery, extends 
diffusely in the peripelvic area and to a lesser extent involves the renal parenchyma. 
In addition to the primary changes described, the peripelvic adipose tissue shows many 
secondary changes resulting from hemorrhage into the fat tissue. There are diffuse 
areas of fresh hemorrhage throughout. In particular, there is heavy hemorrhage beneath 
the pelvic mucosa. Other areas show organization of the extravasated blood. Here, there 
is fibroblast proliferation, leukocyte infiltration, and fibrin deposition. A striking feature 
of the adjacent tissue is the presence of numerous small arterioles and venules which 
show focal vascular necrosis with thrombus formation. The striking nodular areas 
described grossly are the result of hemorrhage and organization into the peripelvic 
tissues.” 
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The diagnosis was idiopathic cystic medial necrosis of renal artery, with dissecting 
aneurysm; an organizing, peripelvic hematoma of kidney; and benign nephrosclerosis. 
The patient made a complete recovery from the operation, and after one year of 
follow-up, seems to be in good condition. 


Our initial concern with hematuria has been modified. We now say that 
when gross or microscopic bleeding is identified as coming consistently from 
one kidney for ten days or more, when there is any consistent deformity or 
filling defect identifiable on films taken at intervals of ten or more days, or 
when cytologic studies suggest cytological neoplasm, nephrectomy is advo- 
cated if the opposite kidney is functioning adequately. Any nephrectomy for 
carcinoma should be a rather radical procedure. We do not believe in incising 
a kidney for exploration or biopsy under these circumstances. The best chance 
for cure lies in a wide removal of the kidney with as much perirenal tissue 
as may be included in the block dissection. 

The second, and unfortunately the larger group of cases, is that in which 
the diagnosis is in little doubt. The distortion of the kidney is great, the 
tumor mass may be large, and the prognosis is unqualifiedly bad. The question 
arises as to whether it is desirable to remove the primary tumor even though 
we are unlikely to cure the disease. We believe that nephrectomy is definitely 
indicated, and can cite numerous instances of individuals living comfortably 
with their disease for long periods, as shown in the following case reports. 


Case 3. D. F., a 56-year-old white male, was admitted to the hospital on September 
22, 1946 complaining of grossly bloody urine, first noted after attending a football game. 
Urination was difficult due to the passage of clots, and there was mild left loin pain. 
The hematuria persisted for fourteen hours, then stopped. A urologic episode about 
two years before suggested left renal colic. The physical examination was not remark- 
able. The urine contained red blood cells. Other laboratory data were normal. Excretory 
urograms showed a normal right kidney and an enlarged left renal shadow with no 
recognizable function. Cystoscopy showed clots exuding from the left ureter. 

On September 25, 1946, a radon-containing catheter was introduced into the left 
ureter and on September 30 a left nephrectomy was performed. At operation, the region 
of the pedicle and adjacent great vessels was so infiltrated with tumor that total 
removal of visible tumor tissue was impossible. Control of the pedicle was a problem, 
so the incision was packed and closed temporarily. Later the packing was removed 
without incident. The specimen showed a massive, clear-celled, renal carcinoma, which 
had extended through the renal capsule in the hilar area. 

The patient made an uneventful recovery, leaving the hospital on the fifteenth 
postoperative day. He is still alive, and until a few months ago, was active and in fair 
health. Now, he is losing ground and may not survive to see the eighth anniversary 
of his nephrectomy. Without doubt the operation was a major contribution to his 
welfare and survival for these past seven years. 

Case 4. G. M., a 62-year-old white male, was admitted to the urologic service 
in March 1947 because of intermittent hematuria of one year’s duration. Study showed 
an immense left renal tumor and a normal right kidney. The patient requested a two- 
week deferment of surgery, but agreed to take deep x-ray therapy in the interim. 

On March 24, 1947, a nephrectomy was performed with considerable difficulty 
because the tumor involved peritoneum and had apparently invaded the psoas muscle. 
The excised mass weighed 1,050 gm. and the pathologic diagnosis was extensive 
adenocarcinoma of the kidney. The patient was discharged on April 21, 1947. One 
year later, an indurated incisional mass developed, which was thought to be local 
tumor extension. This disappeared under intensive deep x-ray therapy. 

Today, seven years later, the patient is active in his occupation as chief engineer 
of a large institution. Although he shows no detectable evidence of his disease, he is 
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not regarded as a cure. His case is presented as an outstanding example of the occasional 
miraculous result achieved in the face of an apparently hopeless outlook. 


DISCUSSION 

As WE review our cases, whose poor prognoses at first study were con- 
firmed at surgery, we are surprised to find numerous examples of extra- 
ordinary survival. Living and well today are a dozen persons, followed for 
three, four, and five years, with cases in which initial prognosis was com- 
pletely bad. We are following one young adult from whom an embryonal 
carcinoma of the testis was removed three and one-half years ago. A left 
renal tumor was removed two and a half years ago, which proved to be a 
metastasis from the testicular neoplasm. He is alive, well, and so far shows 
no sign of further trouble. 

If it is true that nephrectomy offers advantages to the person with 
demonstrable metastasis, it naturally follows that when no metastases are 
evident, nephrectomy should always be recommended. We have had many 
cases in which nephrectomy accomplished little or nothing, and perhaps 
some cases in which it hastened dissemination of the disease. However, good 
results from this method of management vastly outrange bad results. 

With such a therapeutic philosophy, we naturally have few cases to be 
used as nonsurgical controls. Of our 4 cases since 1947 in which we felt 
surgery was contraindicated, or in which surgery was refused, there has 
been no evidence to support a policy of laissez-faire. All cases have progressed 
uninterruptedly in the wrong direction and three patients have died. 

We believe that deep x-ray therapy to tolerance should be employed in 
all cases known or strongly suspected to be left with tumor tissue after 
surgery. It is probably better to omit immediate postoperative radiation 
therapy in those cases in which there is apparently complete removal of the 
tumor at the operating table, reserving it for intensive use upon demonstrable 
metastases when and if they occur. All Wilm’s tumors should be given 
vigorous radiation therapy following surgery. 

CONCLUSIONS 

1. Detection of early curable renal carcinoma demands complete 
urologic investigation on the first occasion that hematuria appears. 

2. Not every persistently bleeding kidney needs to be sacrificed, but 
persisting unilateral hematuria is an indication for nephrectomy if 
diagnosis of tumor is supported by any shred of evidence from pyelo- 
graphy, perirenal air insufflation, aortography, or cytologic study of 
urine sediments. 

3. Nephrectomy is the treatment of choice, even in cases of advanced 
tumors and in most cases with demonstrable metastases, except those 
obviously terminal or with other strong contraindications to surgery. 

4. Postoperative radiation therapy should be utilized whenever there 
is a specific target to which it may be directed. 


From the Urological Department, St. Vincent’s Hospital, Erie, Pennsylvania. 








Bronchologic Aids in Diagnosis 


Louis H. Clerf, M.v. 


DIAGNOSTIC AID is valuable if it can be employed with safety, if its 
use is not limited to any age group, and if it provides positive infor- 
mation. Bronchoscopy appears to conform to these requirements. 

Bronchoscopy is a method of direct inspection. It must be borne in mind, 
however, that the entire tracheobronchial tree cannot be visualized through 
an endoscopic tube and accessory aids must be utilized to view lesions ‘‘around 
the corner” and to secure information concerning peripheral bronchi. Some 


““ 


clinicians still express disappointment that peripheral lesions cannot be 
visualized bronchoscopically. Flexible-tipped aspirating tubes must be used 
to secure secretions from bronchial subdivisions that cannot be observed 
through a rigid tube and often to determine their patency. Telescopic inserts 
are helpful to inspect upper lobe bronchi. Although bronchography is not a 
bronchologic method of diagnosis, in certain instances it becomes a bron- 
chologic problem. 

In addition to establishing a diagnosis by direct inspection and biopsy, or 
hy cytologic or bacteriologic study of bronchoscopically removed secretions, 
much valuable data can be obtained for evaluation in conjunction with 
roentgen and clinical findings—that is, the presence of compression, deform- 
ity, fixity, rigidity, or stenosis of a part of the tracheobronchial tree. An 
opinion on the motility of the larynx is important in mediastinal and bron- 
chogenic neoplasms and may be of great assistance therapeutically and prog- 
nostically to the surgeon and internist. 

Since bronchoscopy is a diagnostic aid, it should be employed to supple- 
ment other measures in investigation of bronchopulmonary diseases when- 
ever the nature of these is not clear after physical examination and roent- 
genologic and laboratory studies. Its employment is not restricted to any age 
group, for bronchoscopy can be performed safely in old age and infancy if 
certain fundamental rules are observed. 

Bronchial obstruction 

Physical examination and roentgenologic study usually provide sufficient 
information for recognition of bronchial obstruction, but the cause is often 
not apparent. Since endobronchial obstruction may be produced by con- 
genital anomalies, benign or malignant neoplasms, benign strictures, tuber- 
culosis, aspirated foreign bodies, as well as by endogenous materials such as 
broncholiths, inspissated or thick secretions, and granulation tissue, the need 
for an etiologic diagnosis is obvious. Bronchoscopy will often provide this. 


LOUIS H. CLERF, who was graduated from Jefferson Medical College in 1912, ts professor 
of laryngology and bronchoesophagology at Jefferson Medical College, and head of the 
similar department at Jefferson Medical Center in Philadelphia. 
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In addition, symptoms such as wheezing respiration, cough, hemoptysis, 
dyspnea, and stridor that cannot be explained by clinical or roentgenologic 
study may demand a direct examination. 

Atelectasis 

In the newborn, atelectasis may be due to congenital anomalies but more 
often is the result of obstructing fluids or secretions in the bronchi. The 
question has arisen whether relief of the bronchial obstruction should be car- 
ried out as soon as it is recognized. If obstruction is caused by secretions, 
these should be removed promptly by passing a small catheter into the trachea 
and bronchi by direct laryngoscopy. If this is not adequate, bronchoscopy 
can be performed with safety. 

Postoperative pulmonary atelectasis is now rarely observed, due in great 
part to improved methods, new drugs for anesthesia, and better postoperative 
care. When it does occur, every effort should be made to dislodge the 
obstructing secretions by postural drainage, induced coughing, and aspira- 
tion through a tracheal catheter. If these measures fail, bronchoscopic aspira- 
tion should be done. This can be carried out without transferring the patient 
from his bed and without distressing him unduly. 


Benign neoplasms 

Papilloma, fibroma, osteoma, and lipoma are the common types of benign 
bronchial tumors, but all are rare. Since they grow slowly, the common 
clinical finding is bronchial obstruction. Bronchopulmonary suppuration is a 
frequent complication and increases diagnostic difficulties. Since a certain 
number of these can be detected and treated successfully by bronchologic 
methods, a biopsy should be done before any treatment is contemplated. 
Bronchiectasis is a common sequel and bronchography may be necessary to 
establish this. 


Adenoma 

sronchial adenoma has been given various designations and the question 
of its malignancy still remains unsettled. It is observed commonly in women, 
in contradistinction to carcinoma which is relatively uncommon. It is also 
observed in early adult life. While cough is a common symptom, hemoptysis 
is the more alarming and may occur as frequent episodes of blood spitting 
or as a copious hemorrhage. Adenomas grow slowly and may not be detected 
until a bronchus is obstructed; the diagnosis is then complicated by the pul- 
monary changes distal to the tumor. 

The presence of suppuration may affect the bronchoscopic findings but 
one often observes partial or complete bronchial obstruction by a smooth, 
reddish, or purplish mass. Bleeding is common and may be initiated by con- 
tact with instruments before a biopsy is done. Adenoma differs from carci- 
noma in that the latter does not bleed freely from biopsy. 

Since a majority of these tumors have an extrabronchial portion, endo- 
bronchial removal usually is not adequate. A pedunculated tumor can be 
readily removed by bronchoscopy and this will improve pulmonary ventila- 
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tion and drainage. More often, however, it will be necessary to resort to 
surgical treatment once the diagnosis is made. 
Bronchogenic carcinoma 

While no group of symptoms or signs can be considered as diagnostic, 
it is important to recognize certain early manifestations, especially irritative 
cough, which may be nonproductive, blood-tinged sputum, wheezing respira- 
tion, a feeling of discomfort over the chest, and occasionally dyspnea. 

Roentgen studies of the chest are important, for carcinoma must be recog- 
nized before any prominent physical signs can be demonstrated. The pres- 
ence of bronchial obstruction with atelectasis of a lobe in carcinoma is usually 
evidence of advanced disease. 

The remarkable disproportion between the large number of reported cases 
of bronchogenic carcinoma and the small number that have been successfully 
treated suggests that patients fail to consult their physicians, or physicians 
fail to think of carcinoma and do not utilize all available diagnostic aids. 
Patients with cough, distress referable to the chest, wheezing, or blood spit- 
ting should be given all available diagnostic aids including bronchoscopy. 

While great dependence was placed earlier on a positive bronchoscopic 
biopsy in diagnosis of carcinoma, in many of these cases the disease was 
found too far advanced for surgical treatment. It is desirable, therefore, to 
do a bronchoscopy before the tumor is large enough to intrude into a large 
bronchi. In the past few years, much has been accomplished by cytologic study 
of bronchoscopically removed secretions. While this has not replaced bron- 
choscopic biopsy, studies show that in many successful surgical cases in which 
bronchoscopy was negative, diagnosis was made by this method. 

In a series of 618 consecutive patients with bronchogenic carcinoma 
observed at the Bronchoscopic Clinic, Jefferson Hospital, all of whom had 
been examined bronchoscopically, a cytologic diagnosis of cancer was made 
in 534, or 86.4 per cent. A positive bronchoscopic biopsy for cancer was 
secured in 193, or 31 per cent of these. In addition, there was indirect bron- 
choscopic evidence of stenosis, fixity, or deformity in an additional 211 cases. 
In 532 cases of this group observed by Dr. John H. Gibbon, Jr., and his 
coworkers at Jefferson Hospital, 380 cases, or 71 per cent, had an explor- 
atory thoracotomy and in 205 cases or 39 per cent of the entire series, the 
carcinoma was extirpated. 

Metastatic carcinoma 

Metastatic, or secondary pulmonary carcinoma of the lung, usually can- 
not be detected early by bronchoscopy, biopsy, or cytology, as intrusion of 
the tumor into a bronchus usually occurs late in its course. Compression 
stenosis, deformity, and fixity of a bronchus are more often observed bron- 
choscopically and may be helpful in diagnosis when taken in conjunction 
with the roentgen and physical findings. 

Tuberculous tracheobronchitis 

The importance of tuberculous tracheobronchitis, particularly in relation 

to collapse therapy, can be largely attributed to bronchoscopic observations. 
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Bronchoscopic examination is now almost a routine procedure in the man- 
agement of these cases. While tuberculous tracheobronchitis is usually asso- 
ciated with demonstrable parenchymal disease, it has been observed in the 
absence of any pulmonary changes which can be found by physical examina- 
tion or by roentgen study. Its presence is suggested by such symptoms as 
wheezing respiration, cough, dyspnea, physical signs, and roentgen findings 
of partial bronchial obstruction. Ulceration must be differentiated from car- 
cinoma in a tuberculous patient and bronchoscopic biopsy is justifiable under 
these conditions. 


Pulmonary suppuration 

Obstruction of a bronchus is not a common cause of pulmonary abscess. 
Drowned lung, chronic pneumonitis, bronchiectasis, and pulmonary fibrosis 
are the usual sequelae. Pulmonary abscess is more common in bronchogenic 
carcinoma. In every case of pulmonary abscess, particularly if it occurs in a 
male adult, information concerning the tracheobronchial tree should be 
secured before undertaking definitive therapy. This is important since sur- 
vical drainage or extirpation of the diseased portion of lung are now the 


accepted forms of therapy in abscess. 


Broncholithiasis 

Bronchial obstruction is occasionally caused by an endogenous foreign 
body. Broncholiths may invade the lumen of a bronchus by erosion through 
its wall, producing cough, pain, blood-tinged sputum, or even frank hemor- 
rhage. The area about the middle-lobe bronchial orifice is a common site. 
While the broncholiths may be extruded by cough, many that produced 
bronchial obstruction have been detected and removed bronchoscopically. 


Cough 

Cough is a common symptom and can usually be explained by demon- 
strable evidence of bronchopulmonary disease. The unexplained cough may 
be due to extrapulmonary causes but usually is a manifestation of bronchial 
irritation. Cough is a common early symptom of bronchogenic carcinoma. 
It is irritative in character, worse at night, not readily controlled with 
sedatives, and in early neoplasm is frequently nonproductive. The growth 
may still be too small to produce wheezing respiration, obstructive emphy- 
sema, or even roentgen changes. Bronchoscopic examination should be a 
part of the diagnostic studies in a patient with unexplained cough. 


Hemoptysis 

Hemoptysis is probably observed more often in bronchial neoplasm and 
bronchiectasis than in tuberculosis. It is infrequent in the young and more 
often is a symptom in adult life. When observing a patient who expectorates 
blood, it is important to ascertain whether the bleeding is of esophageal or of 
tracheobronchial origin. This can usually be determined by inspecting the 
larynx with a laryngeal mirror. Another characteristic of tracheobronchial 
bleeding is the occurrence of blood-tinged sputum for twenty-four to forty- 
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eight hours after all active bleeding has ceased. If the blood is shown defi- 
nitely to come from the air passages and if roentgenologic and physical exami- 
nation is inconclusive, bronchoscopic investigation is indicated. 

The question is often asked, how soon should a bronchoscopy be per- 
formed in a case of hemoptysis? It would be hazardous to use a broncho- 
scope on a patient who is nearly exsanguinated or useless during a severe 
hemorrhage as the presence of a large quantity of blood would obscure vision. 
When the hemoptysis has ceased, but blood-tinged sputum continues, one 
should proceed with bronchoscopy immediately because then it will be pos- 
sible to trace the tell-tale, blood-tinged secretion to a lobar or even a seg- 
mental bronchus. If one delays until there is no longer blood-tinged sputum, 
the bronchoscopic findings will often be negative. 

While expectoration of blood from the tracheobronchial tree commonly 
denotes bronchopulmonary disease, congestive heart failure and mitral 
stenosis must be borne in mind as the possible cause. Obviously bronchoscopy 
in this type of case would not only be useless but dangerous. 

If bronchoscopic findings are negative and clinical and roentgenologic 
findings inconclusive, bronchographic studies should be done. These are par- 
ticularly useful when bronchoscopy has demonstrated blood coming from a 
lobar bronchus but no gross evidences of disease can be found. 


Wheesing respiration 

The bronchologist who is familiar with normal bronchial movements 
during the respiratory cycle knows that wheezing respiration is a common 
sign of partial bronchial obstruction. Although a diagnosis of partial bron- 
chial obstruction can be made on the basis of wheezing respiration and obstruc- 
tive emphysema, an etiologic diagnosis is often impossible. Wheezing, with 
or without signs of partial bronchial obstruction or with unexplained 
obstructive emphysema, should be investigated bronchoscopically. 

Wheezing respiration, originally considered as an important sign in 
aspirated foreign bodies, is not infrequent in malignant neoplasm, although 
when the patient is seen by his physician the wheezing has usually long since 
been forgotten as a symptom. The clinician often thinks in terms of asthma 
when a patient wheezes. In the young, wheezing respiration should suggest 
foreign body or some form of bronchial obstruction and, in the older patient, 
neoplasm should be considered. Wheezing respiration should not be confused 
with stridor and dyspnea due to laryngeal obstruction. Too often patients 
with carcinoma of the larynx are treated as cases of bronchial asthma so that 
time is wasted and useless studies performed. 

In summary, bronchologic aids in diagnosis are supplementary to other 
methods of investigation of pulmonary diseases. They are indicated whenever 
the exact nature of a disease is not clear from physical, roentgenologic, and 
laboratory data. These studies may demonstrate an obstruction to a bronchus 
but may not reveal the cause. Direct visualization through a bronchoscope 
often will determine the nature of the lesion and treatment may then be 
planned intelligently. 











SOCIOMEDICAL PROGRESS 


Devoted to constructive correlation of sociological 
and medical problems of the aging .. . 





Classification of the Self as 
Young, Middle-Aged, or Old 


Jacob Tuckman, pu.v., and Irving Lorge, px.D. 


ow do people at different ages 
Ph ctassity themselves with respect to 
broad age categories such as youth, 
middle age, and old age? As part of 
a broader study of the attitudes of 
several groups toward old people and 
the older worker, the respondents were 
asked the following question: Circle if 
you consider yourself young, 
middle-aged, old. 

Four groups differing in age, educa- 
tion, and socioeconomic status were 
used: 170 undergraduate students, con- 
sisting of 93 men and 77 women, with 
an average age of 20 years; 663 grad- 
uate students, consisting of 348 men 
and 315 women, with an average age 
of 32; 50 nonprofessional workers and 
their wives, whose average age was 50; 
and 99 adults, 49 men and 50 women, 
residing in their own homes or living 


in an institution for the aged, whose 
average age was 74. 

Two per cent of the respondents 
circled more than one category or 
modified their response in some way: 
a circle around young and middle-aged, 
or around middle-aged and old; a circle 
around young with an arrow pointing 
to middle-aged; an arrow placed be- 
tween young and middle-aged; and a 
circle around young followed by the 
word “plus” or around middle-aged 
followed by the word “plus.” In these 
cases, the responses were placed arbi- 
trarily into the next higher age cate- 
gory. For the four groups combined, 
the proportion of the respondents class- 
ifying themselves as young, middle- 
aged or old, by age of the respondents, 
is presented in table 1. The data 
showed no sex differences. 


JACOB TUCKMAN received his Ph.D. from Columbia University in 1934, specializes in 
psychology of the aging in his post at Columbia University Teachers College. 1rvinG 
LorGE received his doctorate from Columbia in 1930, serves on the staff of Columbia 
University Teachers College and New York Hospital. Dr. Tuckman and Dr. Lorge are 
coauthors of the recently published “Retirement and the Industrial Worker.” 
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TABLE 1 


RESPONDENTS CLASSIFYING THEMSELVES AS YOUNG, 
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VIRTUALLY every respondent below the 
age of 30 classifies himself as young. 
Jeginning with the 30 to 34-year-olds 
and continuing to the 55 to 59-year- 
olds, there is a steady decrease in the 
proportion of respondents classifying 
themselves as young for each successive 
five-year interval, with a corresponding 
increase in the proportion classifying 
themselves as middle-aged. Of the re- 
spondents between the ages of 30 and 
59, less than 1 per cent classify them- 
selves as old. Beginning with age 60, 
there is a small increase in the propor- 
tion of respondents classifying them- 
selves as young, and an increase in the 
proportion classifying themselves as 
old. There appear to be no differences 
in the proportion classifying themselves 
as young among the respondents over 
the age of 60, but the proportion clas- 
sifying themselves as old increases from 
17 per cent for the 60’s to 38 per cent 
for the 70’s to 53 per cent for the 80’s 
and beyond. Except for the 80’s and 
older with its bare majority classifying 
themselves as old, the 60’s and 70's 
classify themselves primarily as middle- 
aged and young, rather than old. 
The respondents’  self-classification 
as young, middle-aged, or old is a func- 
tion of their own self-concept. A refer- 
ence factor that influences a person’s 
self-concept is acceptance of, and 
stereotyping of, the cultural attitudes 
toward aging. The culture, in general, 
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has looked upon aging as a process ac- 
companied always by physical and 
mental decline, by economic insecurity, 
by disintegration of the family, and by 
rigidity of the older person’s personal- 
ity. Such negative attitudes toward ag- 
ing are transmitted to, and acquired by, 
the individual quite early in_ life 
through environmental exposures, with 
concomitant reinforcements by mem- 
bers of his family and other groups. 
Certainly, by the time the child reaches 
the age of 12 or 13 years, he has ac- 
quired the inimical attitudes about ag- 
ing found among adults... He has 
learned, as well, the generalized stereo- 
type of “oldness,” not only holistically, 
but also by its specifics, such as gray 
hair, crow’s feet, wrinkles, slow gait 
and feebleness. As a consequence of the 
internalization of the notion of “‘old- 
ness” as “disability,” the individual 
who begins to show some of the stig- 
mata attributed to “oldness,” may shift 
sharply in his own self-concept from 
young to middle-aged, or from middle- 
aged to old. 

Changes in self-classification with 
actual chronological age support the 
suggestion that the self-concept is in- 
fluenced by their own acceptance of 
cultural attitudes toward aging.* 
WitH increasing chronological age, 
the proportion of respondents classify- 
ing themselves as middle-aged rather 
than young increases from the 30 to 59 
year olds; and the proportion classify- 
ing themselves as old rather than 
middle-aged or young increases from 
60 to the 88 year olds. Some respond- 
ents over 60 classify themselves as 
young rather than middle-aged or old 
because they refuse to accept their own 
aging, or because they really feel and 
behave like a young, rather than a 
middle-aged, or old, person, or because 

*The responses to the question, “Circle if you con 
sider yourself . . . young, middle-aged, old’? were 
compared with responses to the question, “In your 
opinion when does old age begin?’’ for respondents 
30 years of age and over. Respondents classifying 
themselves as middle-aged tend to specify an earlier 
age as the beginning of old age than do respondents 
classifying themselves as young; respondents classi- 
fying themselves as old tend to specify an earlier age 


than do respondents classifying themselves as middle- 
aged. 
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as participants in day centers for old 
people or as residents of modern insti- 
tutions for the aged, they are reminded 
constantly that age, in and of itself, 
should not deter them from taking an 
active part in social and economic 
affairs. 

That the self-concept is colored by 
the individual’s recognition that he now 
has the stigmata attributed as signs of 
aging in others is suggested by evi- 
dence from self-reports of health status. 
Selfi-reports of health were obtained by 
means of the Cornell Medical Index, a 
self-administered inventory of 195 
questions, some of which deal with 
bodily symptoms, and others with mood 
and feeling symptoms. Self-reports on 
the Cornell Medical Index were avail- 
able for 217 graduate students 30 to 
53 years of age, and for 87 older sub- 
jects 60 to 88 years of age. More grad- 
uate students classifying themselves as 
middle-aged report themselves as hav- 
ing more bodily and mood and feeling 
symptoms than those classifying them- 
selves as young; more older respond- 
ents classifying themselves as middle- 


aged or old report themselves with 
more symptoms than those classifying 
themselves as young. The differences, 
however, are not statistically significant. 

The fact that the relationship be- 
tween age and _ self-classification and 
between health status and self-classifi- 
cation is far from perfect indicates that 
many reference factors or “norms,” 
personal and environmental, may in- 
fluence an individual’s — self-concept. 
Such reference factors may include not 
only age and health status but also sex, 
marital status,* occupation, produc- 
tivity, loss of employment, retirement, 
children growing up and leaving the 
home to establish independent house- 
holds, grandparenthood, death of 
friends and contemporaries, attitude of 
peer groups, attitude of other age 
groups, personality makeup and _atti- 
tude toward aging. 


*For respondents 60 years of age and over, a 
greater proportion of those classifying themselves 
as middle-aged or old than of those classifying 
themselves as young are single or widowed; and a 
smaller proportion are married, or separated or 
divorced, 


This study is number 21 of Retirement and Adjustment Series, sponsored cooperatively by the 
Institute of Adult Education, and the Institute of Psychological Research, Teachers College, Columbia 


University. 
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The Psyche of Elderly Persons 











ALTHOUGH the activity of the brain changes with the advancing years, individ- 
uals who continue to work after retirement age maintain more normal mental 
function, as measured by the encephalograph. Four groups of men and women 
60 years of age and over were studied: group A, low-income patients ; group B, 
retired persons; group C, past retirement but gainfully occupied people; and 
another group of hospitalized patients. 

Members of group C also were more active sexually, participated to a greater 
extent in church affairs, and had the highest intelligence efficiency. Old people 
can reduce inferiority feelings and maintain self-esteem through useful work, and 
thereby avoid periods of depression. 


EWALD W. BUSSE AND ASSOCIATES: Studies of the process of aging: factors that influence the psyche of 
elderly persons. Am. J. Psychiat. 110: 897-903, 1954. 























of Older People 


ORE and more we are coming to 
M realize that our complex, chang- 
ing culture plays an important role in 
the etiology of mental illness. Such ill- 
ness can usually be traced to lack of 
feeling of individual worth and dignity, 
a quality invariably derived through 
participation in some type of social 
group. The use of the social group on 
behalf of the senescent and senile has 
too often been neglected. 

Physicians estimate that as many as 
half of their patients have physical ail- 
ments that are entirely or partially 
caused by emotional stress. While the 
concept of emotional disturbances as a 
basis for physical symptoms is hardly 
new, critical focus on its application to 
the aging began less than a handful of 
years ago. The incidence of such afflic- 
tions will probably grow with the in- 
crease of older persons in the popula- 
tion. 

lor many older adults, opportunities 
for social communication have dimin- 
ished. On the other hand, mental well- 
being depends to a large extent on this 
social communication. Consequently, in 
current development of group activity 
for older people, the importance of psy- 
chosocial factors behind premonitory 
symptoms is not underestimated. This 
does not negate the importance of the 
irreversibility of brain damage, but 
makes it imperative that we prescind 
from it the emotional factors which 
might have been avoided or alleviated. 


Effect of Group Activity on 
Psychogenic Manifestations 


Jerome Kaplan, M.A. 


Although we are not able to distin- 
guish all the factors involved in emo- 
tional degeneration, it appears that 
neurosis is more common in old people 
than in any other age bracket, as borne 
out by the increasing rate of admissions 
to mental hospitals of those over 65. 
ven so, many persons—old adults and 
professionals alike — have stated that 
the social stimulation from participa- 
tion in groups for older adults has 
staved off deterioration and possible 
commitment to a mental institution for 
countless old people. 





THE OBSERVATIONS presented here are 
based on four years of empirical evi- 
dence—from July 1950 to July 1954— 
on approximately 6,000 persons from 
60 to 101 who have been active in senior 
adult groups or who have continued or 
renewed their active associations with- 
in some kind of social group. These 
observations were made in my position 
as group work consultant of the Henne- 
pin County Welfare Board, in Minne- 
apolis, Minnesota. 

Preliminary evidence, based on indi- 
vidual interviews, group conferences, 
and questionnaires, indicates that there 
has not been a single commitment to a 
inental hospital from among these 6,000 
old people during this time. Cause and 
effect relationships are. still to be de- 
termined but this empirical finding does 
have great significance. It suggests that 
group identification or participation is 
a most important means for helping the 
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old person to maintain a balance in his 
concern for himself, for other people, 
and for the world about him. 

One woman of 74, living in a room- 
ing house under board-and-room ar- 
rangements, was completely disinterest- 
ed in her personal appearance. Her 
bladder control was described as “quite 
poor.” Within six months after becom- 
ing a member of the Fellowship Society 
Club, she not only was clean and tidy 
in dress, but had regained complete 
control of her bodily functions. A man 
of 77 was making weekly visits to his 
doctor. Only two months after being 
persuaded to join the Senior Age Club, 
he decided that it was more fun to visit 
with his peers than to call on his phys- 
ician. Another, a woman of 67, was in 
a depressed and melancholy state since 
the death of her husband two years be- 
fore. It took countless club gatherings 
and new-found friends to make her feel 
life was still worth living. A 66-year- 
old man was on the verge of being in- 
stitutionalized, according to his per- 
sonal physician and family. Within a 
few months, he had changed from a 
contributing member of society to a lia- 
bility. He felt worthless because he was 
no longer a producing member in the 
labor force. Joining in the activities of 
a group of retired business and profes- 
sional people, The Old Guards, gave 
him renewed zeal for the present and 
future. 

Again, a woman of 66 with a physical 
diagnosis of hypertension, rheumatic 
stiffness, and arteriosclerosis had a 
crippling fear of crowds, and an ob- 
session that people were spying in order 
to take away her possessions. She be- 
came interested in a small club called 
The Best Agers, and though her med- 
ical diagnosis has remained unchanged, 
she no longer has a dread of groups and 
no longer fears loss of her belongings. 

An 82-year-old man, who lived alone 
in a housekeeping room, was thought 
by both doctor and social worker as 
being in the beginning stages of hypo- 
chondriasis. His morbid anxiety about 
his health has since been alleviated, 
especially since he gained new friends 
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through the Over Sixty Club to replace 
the ones he had lost. 

A decrease in requests for medical 
assistance was sometimes noted after 
the older person became interested in 
a group program. One woman of 69, 
with an ulcerated leg, refused to get 
out of bed as medical costs mounted. 
She said she had no reason to do so and 
constantly reiterated that she was being 
punished. An understanding social 
worker and the warm and gracious peo- 
ple from the Friendly Club helped to 
get her active in the club and away from 
self-incrimination. 


THE NEED for emotional gratification 
through a group is not resolved spon- 
taneously, even in a congregate living 
center. The group, even though it is a 
social system which does not maintain 
itself automatically, can lessen the seri- 
ous chasm between the desire to belong 
and the opportunity to belong. The 
necessary ingredients of group life can 
be missing for those who are lonely and 
alone, regardless of place of residence. 
One man of 86 was degenerating daily 
until group activity was organized 
within the home for the aged where he 
was living. From a status of unkempt 
appearance and muttering about how 
everyone was picking on him, he re- 
turned to a poised and confident atti- 
tude in only two months. 

Too many older people have no 
group activity as a part of their daily 
pattern. When opportunities for satis- 
factions are grossly limited or denied, 
we may expect the relation of person- 
ality, mentality, and body functioning 
to be upset. Identification with a social 
group may be the outlet for social grati- 
fication among the elderly. When op- 
portunities for social participation no 
longer exist, older persons may find it 
difficult to react to the outside world 
and turn inward with exaggerated 
somatic complaints and outward with 
symptoms like apathy or untidiness. 

In summary, many persons who have 
retired, either on a compulsory or vol- 
untary basis, appear to deteriorate 


rapidly in social consciousness, phys- 

















ical appearance, or emotional stability 
for lack of some meaning in their every- 
day life. Yet preliminary findings show 
that many old adults have staved off 
deterioration and commitment to a 
mental institution because of the stimu- 
lation provided through senior adult 
clubs and other types of group living. 
Requests for medical assistance have 
fallen off as a direct result of well- 
planned educational, recreational, and 
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social programs, and for others, somatic 
complaints and developing aberrations 
have been halted, resulting in a more 
equitable balance of concern for self, 
for others and for the world around 
them. This empirical study gives evi- 
dence that senescence may be controlled 
in some instances by providing an en- 
vironment in which older people can 
meet their own needs in their own way 
through satisfying group experiences. 


Presented at the London Congress of The International Association of Gerontology, July 23, 1954. 





Aging —Everybody'’s Business 


REPORT OF THE MICHIGAN CONFERENCE 


mos .. Everybody's Business was 
the theme of the Seventh Annual 
Conference on Aging held at the Uni- 
versity of Michigan at Ann Arbor 
from June 28 to 30 attended by ap- 
proximately 500 delegates from 36 
states plus 100 unofficial guests. 

Conference objectives were to de- 
termine methods for: (1) continuing 
individual growth and development 
during the full life span and (2) bring- 
ing about a change to prevent the 
problems facing today’s older people 
from being perpetuated among future 
generations. The conference was unique 
in placing emphasis on the prevention 
rather than the amelioration of the 
problems associated with growing 
older. 

At the closing session, integrators 
and reactors presented the findings 
and conclusions of the conference. In 
brief, they can be summarized as the 
need for self-education in the relations 
with senior citizens ; the need to change 
the concept of the aged and not regard 





them as problems; concern for main- 
taining the individuality and dignity 
of the older person; the need for ex- 
periment and research—bold imagina- 
tion—enabling the aging to live, work, 
worship, learn and play as they choose, 
without economic fear, A final chal- 
lenge was made to the group to do 
something for the aged person: to alert 
the communities to its challenge and 
opportunity, and to encourage and as- 
sist in forming local committees with 
representatives of all the many fields 
interested and concerned with aging. 

“Two interesting plays were present- 
ed depicting situations involving aged 
persons — “The Room Upstairs’ by 
Nora Stirling, and “It Isn’t Always 
Easy” by Merrill Rogers. 

The success of the conference was 
due in large measure to excellent plan- 
ning, forcible leadership and topnotch 
representation by leaders in the entire 
field of aging. 

WILLIAM ©. Fircn 
Baltimore, Maryland 











CLINICAL REPORTS 


This department of GERLATRICS is devoted to reports of 
interesting and instructive cases serving to emphasize the 
clinical aspects of geriatric medicine. 





Gallstone Intestinal Obstruction 


REPORT OF A CASE IN A 94-YEAR-OLD FEMALE 


Girard S. Serino, M.v., and Edward M. Bohan, m.v. 


HE 94-year-old woman, whose case 

history is presented here, was given 
conservative medical treatment for in- 
termittent painful jaundice for a period 
of thirteen years. She could have been 
operated upon many years ago, but the 
age factor and refusal to submit to sur- 
gery delayed operation until an emer- 
gency arose. 

In cases of obturation obstructions 
due to gallstones, there is invariably an 
abnormal communication between the 
biliary passages and the gastrointestinal 
tract. Internal biliary fistula is estab- 
lished most frequently between the gall- 
bladder and first or second portion of 
the duodenum. Communication with 
some other portion of the alimentary 
canal, such as the stomach, jejunum, 
ileum, or colon, is found occasionally. 

Warner and Swan! report a case of 
gallstone obstruction of the small bowel 


occurring in the absence of the gall- 
bladder. Wakefield, Vickers, and 
Walters,” in a review of 152 cases of 
nonsurgical cholecystenteric fistulas at 
the Mayo Clinic, found 101 between 
gallbladder and duodenum, 33 between 
gallbladder and colon, 7 between gall- 
bladder and stomach, and 11 between 
gallbladder and adjacent organs and 
bowel. In only 10 per cent of these cases 
did gallstone obstruction occur. 

Instances of multiple calculi have 
been observed. Noskin and Tannen- 
baum* in 1952 reported a case of recur- 
rent gallstone ileus. They concluded 
that there would have been no recur- 
rence of the intestinal obstruction if a 
cholecystectomy had been performed 
after the first operation. 

Gallstones may pass through the en- 
tire bowel and be expelled by rectum 
with few or no symptoms. Stones large 
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enough to cause obstruction are usually 
about the size of a walnut. According 
to Wangensteen,t round stones are 
more apt to cause obstruction than 
stones of equal weight with greater 
length. Rough stones are more likely to 
be obstructive than those that are per- 
fectly smooth. Gallstones have been 
known to obstruct the intestine when 
too small to block the lumen of the 
bowel. In such cases, a spastic or dy- 
namic obstruction is brought about 
through the agency of the gallstone. 
Wangensteen reports two such cases 
treated conservatively, in which the 
gallstones later appeared in the stool. 

The usual site for the gallstone ob- 
struction is the lower ileum, but occa- 
sionally it is found in the duodenum, 
jejunum, and in the sigmoid flexure of 
the colon. 

Gallstone obstruction is uncommon 
but not rare. Haggstrom and Rousse- 
lot® report an incidence of 6.5 per cent 
in a series of 76 cases of acute intestinal 
obstruction. Shore and associates® re- 
port an incidence of 5 per cent in a se- 
ries of 136 cases of acute intestinal 
obstruction, during a three-year period. 
In recent years the condition has been 
recognized more frequently. 

Gallstone obstruction occurs more 
frequently in women than in men. 
Shore and coworkers report 7 cases of 
gallstone ileus all occurring in women. 
Nine of 10 cases reported by Denneen 
and Broderick’ occurred in females. 
The average age of patients in this 
group was 64, and in the former, 86 
years, 

Obstruction due to a gallstone is 
usually of the simple variety in which 
a mechanical block alone is present. Ac- 
cording to Wangensteen, such an ob- 
struction occasionally partakes of the 
nature of a volvulus, because when 
fluid and gas accumulate above the 
point of obstruction, such a loop may 
undergo torsion, owing to the increased 
weight of the segment. Occasionally 
there may be necrosis of the bowel wall 
at the site of incarceration. Perforating 
ulcers above the point of obstruction, 
incident to the extreme dilatation of 
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the bowel, have also been reported. 

A history of former gallbladder dis- 
ease or cholangeitis may often be ob- 
tained. Intestinal colic in the presence 
of unexplained jaundice should suggest 
the possibility of gallstone obstruction. 
Mayo® and Cutler® report that, in their 
series of cases, the history was of little 
value in making an accurate preoper- 
ative diagnosis. Denneen and Brod- 
erick report that only one of their 9 
cases of intestinal obstruction had a 
preoperative diagnostic impression of 
gallstone ileus. In earlier years, the 
condition was rarely detected. If the 
condition is kept in mind, it should be 
recognized in the majority of cases. The 
symptoms of nausea, vomiting, crampy 
abdominal pain, and abdominal disten- 
tion associated with constipation or ob- 
stipation should suggest small bowel 
obstruction. If there is a previous his- 
tory of gallbladder disease in the elderly 
patient with intestinal obstruction, sus- 
picion of gallstone ileus should be in- 
cluded in the differential diagnosis. 

Roentgenograms will sometimes 
show the stone. Presence of air in the 
biliary passages, shown in a flat plate 
of the abdomen, suggests presence of 
an internal biliary fistula. Rarely, as in 
the case described by Shore, a large 
gallstone can be felt in a loop of small 
bowel by digital palpation through the 
rectum. Wangensteen has found that 
obstruction caused by a gallstone is 
usually attended by abdominal tender- 
ness, owing probably to a progressive 
pressure necrosis at the site of incar- 
ceration. 

The treatment of choice is early op- 
eration. Enterotomy, removal of the 
calculus, and transverse closure of the 
bowel is the accepted procedure. A 
search for multiple stones may be indi- 
cated, particularly if a faceted stone is 
found. It is rarely possible to push the 
stone distally, and remove it through a 
segment of unobstructed bowel. If pos- 
sible, the gallstone should be pushed 
upward and enterotomy performed. An 
incision directly over the site of incar- 
ceration may not heal satisfactorily. 

In suitable cases, crushing of the 
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stone is the safest procedure. This 
method is advantageous in that the in- 
testinal lumen is not opened. The 
crushing operation lessens risk of con- 
tamination and carries less risk for the 
patient. Christopher’ believes that the 
gut damaged by crushing is inverted 
satisfactorily with a few Lembert su- 
tures of silk. Wangensteen cites an in- 
stance in which the crushing operation 
was tried, and a large Payr type of 
clamp was used. The blades of the in- 
strument were sprung badly, but no 
dent was made in the stone. 

The cholecystoenteric fistula should 
not be corrected at the time of removal 
of the obstructed intestinal gallstone. 
The question of when to close the 
cholecystoenteric fistula is still con- 
troversial. 

The mortality rate from gallstone 
ileus, as reported in the literature, 
varies from 12.5 to 70 per cent. The 
high mortality rate in gallstone ob- 
struction is partly accounted for by the 
facts that most patients are elderly, 
obese females with associated cardio- 
vascular complications, and that the 
patient waits so long after onset of 
symptoms before consulting a doctor. 
Wangensteen believes that failure to 
make an aseptic enterotomy is probably 
equally responsible. Wangensteen and 
McLaughlin"! each report 4 cases of 
gallstone obstruction treated without a 
fatality. The improvement in the cases 
reported by Nemir'* was probably a 
result of a better understanding of the 
pathologic physiology of intestinal ob- 
struction, rather than any decrease in 
time between onset of symptoms and 
operation, or any improvement in op- 
erative technic. Nemir believes that 
the high mortality associated with gall- 
stone obstruction is another argument 
in favor of removal of the calculous 
gallbladder. Cutler® believes that, in 
patients suffering from acute intestinal 
obstruction, old age should not serve 
as a deterrent, but rather as an incen- 
tive to the surgeon to undertake prompt 
and simple operative measures for 
relief. 

The mortality rate in emergency op- 
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rations performed on the aged is sub- 
stantially higher than in elective sur- 
gical procedures. Cole'* concluded that, 
if the operative load lies within certain 
limits and if elderly patients are ren- 
dered free of concurrent disease, the 
mortality rate of the aged in major 
operations of slight magnitude is almost 
equal to that found in younger patients. 


CASE REPORT 


The patient, a 94-year-old white female, 
was admitted to St. Francis Hospital, Wil- 
mington, Delaware, on July 31, 1953 with a 
thirteen-year history of cholecystic disease 
and six episodes of abdominal pain asso- 
ciated with jaundice. On a previous ad- 


mission, X-ray examination revealed a 
poorly functioning gallbladder with one 
large calculus. The gastrointestinal tract 


was noriral. Six pM: before present ad- 
missicn, the patient began to complain of 
crampy abdominal pain associated with 
anorexia and vomiting. 

Her admittance weight was 92 pounds. 
Physical examination gave evidence of 
jaundice, marked dehydration, and tympa- 
nitic distended abdomen with hyperactive 
bowel sounds. Marked tenderness was 
present in the lower right abdomen. Pulse 
rate was 84. Heart and lungs were normal. 
Leucocyte count was 10,950; red cell count 
was 4,410,000, with 14.5 gm. hemoglobin; 
hematocrit was 47 mm.; and prothrombin 
time was 90 per cent of normal. Urinalysis 
showed a trace of albumin. A blood sugar 
taken in the early morning following ad- 
mission was reported as 135 mg. per cc. 
of whole blood. A glucose tolerance test 
for diabetes mellitus and liver function 
was normal. 

Because of impaired kidney function as 
shown by ankle edema and elevation of 
blood urea to 48 mg. per 100 cc., electrolyte 
studies were carried out. Sodium was 123 
mEq./1. and potassium 4.5 mEq./1., which 
rose postoperatively to 5.48 mEq./l. The 
rise in the serum potassium was considered 
unusual since 16 mEq. of potassium is lost 
in the average operation and only one-half 
normal saline was administered during the 
operation to correct sodium deficiency. 
Carbon dioxide combining power of 41 
volumes per cent was reported. The icterus 
index was 10 units of bilirubin. Serum pro- 
tein was 5 mg. and serum amylase, 63 units. 

A flat plate of the abdomen showed evi- 
dence of an intestinal obstruction low in 
the ileum (figure 1). Intestinal intubation 
with suction was established, and fluids 
with antibiotics and vitamins were admin- 
istered parenterally. 

A preoperative diagnosis of gallstone in- 
testinal obstruction was made (figure 2). 
On August 7, permission for operation was 




















Fig. 1. Roentgenogram of gastrointestinal tract 
showing evidence of intestinal obstruction low in 
the ileum. A relative area of increased density in 
the lower right quadrant near the cecum suggests 
this may be the level of obstruction. 


granted and surgical intervention carried 
out. Exploration through a lower right 
transverse incision revealed a large quan- 
tity of serosanguineous fluid. The present- 
ing icops of ileum were distended, cyanotic, 
and edematous. A gallstone the size of a 
golf ball was found impacted in the ter- 
minal ileum about 4 inches from the ce- 
cum. The bowel in this area was blanched. 
Following proximal displacement, several 
moist gauze pads were placed over the 
stone to protect the bowel wall. A Payr 
clamp was applied, increasing pressure un- 
til the stone was crushed. The fragments 
were than milked into the cecum. The 
seromuscular defect in the bowel wall was 
sutured with fine silk. The abdomen was 
closed without drainage. 

The patient was maintained postoper- 
atively on gastric suction and parenteral 
fluids in the form of one-half normal saline, 
500 mg. Terramycin daily, and cne ampule 
Folbesyn. Potassium was given in the 
amount of 2 gm. in 1000 cc. of distilled 
water with Travert 10 per cent. Fluids 
were continued in this manner for one 
week, after which Terramycin and _ vita- 
mins were given orally. Convalescence was 
uneventful. Fragments of the calculus, 
which were passed by rectum six days 
after surgery, were dark brown and con- 
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sisted of calcium bilirubinate. The patient 
was discharged in good condition on the 
fourteenth postoperative day. 

The patient returned to the hospital on 
November 5, with signs and symptoms 
again suggesting small bowel obstruction, 
and with considerable fluid in abdomen 
and extremities. At operation, an adhesive 
band was excised and a gallon of clear 
fluid removed. Postoperative care was the 
same as that following the first operation. 
Kidney function improved slowly. The pa- 
tient was discharged in excellent condition 
on December 14. Follow-up studies show 
that, she has remained in good health and 
has no complaints. 


yn 





COM MENT 


SuRGERY performed following the first 
attack of painful jaundice thirteen years 
ago would have made the present emer- 
gency operation unnecessary. This pa- 
tient’s cardiovascular response to sur- 
gery was one of the most remarkable 
we have ever seen. The pulse rate was 
generally 70, reaching 100 only during 
the operation. The stability of the elec- 
trolyte pattern was also unusual. The 
absence of venous thrombosis in this 
patient indicates that many of our pres- 





Fig. 2. Roentgenogram showing progressive small 
intestine gas distention resulting from an obstruc- 
tion in the lower right quadrant. Absence of gas 
shadow in the colon suggests almost complete 
obstruction, 
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ent theories regarding its genesis are cal, radiologic, and anesthesia depart- 
inadequate. There were no pulmonary ments was a factor in the survival of 
complications. If the condition is kept this patient. 

in mind, diagnosis of gallstone intes- 3. Crushing of the stone should be 
tinal obstruction can be made prior to tried in all instances of gallstone in- 
surgery. Patients in the old age group _ testinal obstruction. Enterostomy is re- 
should not be subjected to undue op- — served for those cases in which crushing 


erative trauma. Use of the simplest is impossible. 


operative procedure consistent with 4. Gallstone intestinal obstruction 
good end results will lower the opera- can be avoided only if there is earlier 
tive mortality in the aged patient. operation for calculus cholecystitis. 


5. Maintenance of good nutrition by 
judicious administration of fluids, elec- 
trolytes, and vitamins is especially im- 
1. History and x-ray findings sug- portant in older patients. 


CONCLUSIONS 


gested a preoperative diagnosis of gall- 6. Removal of the diseased gallblad- 

stone intestinal obstruction in this 94- der or closure of the cholecystoduode- 

year-old female. nal fistula is contraindicated at the time 
2. The cooperation of surgical, medi- of removal of the intestinal gallstone. 


We are grateful to Dr. Peter Olivere, chief in radiology, St. Francis Hospital, for permission to 
reproduce these x-ray films, and to Dr. Richard Neubauer, chief of laboratories, Memorial Hospital, 
Wilmington, for his help with this article. 
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Treatment of Mental Disorder 


Leo Alexander, M.D., 1954. Philadelphia: 


W. B. Saunders Co. 507 pages. $10.00. 
This is a well-written book of over 500 
pages, discussing the treatment of mental ill- 


It is intended primarily, however, for 
the physician who is interested in electric 
treatment, which is understandable since the 
author has had great deal of experience 
with various types of electric therapy. He 
discusses both psychologic and physiologic 
approaches in treatment, the psychophys- 
iologic effects of physical treatment, and 
the integration of physical treatment with 
dynamic psychotherapy. 

The book is excellent for reference, par- 
ticularly for those interested in electrical 
treatment, insulin, and psychosurgery. It 
will not take the place of the regular text- 
books on various types of psychotherapy. 
Kart M. Bowman, M.D. 

San Francisco 


ness. 


The Meaning of Work 
and Retirement 


Eugene A. Friedmann and Robert J. 
Havighurst, 1954. Chicago, Illinois: The 
University of Chicago Press. 197 pages. 


This is a report of researches carried out 
over a period of several years by a team of 
seven social scientists, supervised by the 
University of Chicago Committee for the 
Study of Later Maturity. Steelworkers, coal 
miners, retail sales people, skilled craftsmen, 
and physicians were interviewed over a two- 
year period. Particular emphasis was given 
to the kinds of work done, the attitudes 
toward the various occupations, and the 
problems individuals encountered as_ the 
worker entered a life of more or less en- 
forced leisure. 

The basic thesis is that work has several 
and varied meanings to different people and 
that these meanings are affected by the char- 
acter of the work career. These objective 
data amplify this broad statement and reveal 
several correlations. The questionnaire and 
interview technic is, of course, not wholly 
objective and the conclusions must be taken 
with some saline seasoning: both the inter- 
viewer and the interviewed cannot avoid 


subjective modifications. 

The Meaning of Work and Retirement is a 
solid contribution to the understanding of re- 
It contains many 


tirement and its problems. 
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Book Reviews 


concepts essential to those who are involved 
in the process of retirement: physicians, per- 
sonnel officers, nurses, clergymen, and those 
who personally face retirement. The fact that 
in 1950, 58 per cent of men over 65, or 4 per 
cent of the total male population of the 
United States, were retired, points out the 
magnitude of the problems and numbers in- 


volved. Although problems of retirement in- 
clude many other major questions such as 
health, economics, family relationships, and 


housing, the meaning of work has real sig- 
nificance and needs to be understood. The 
chapter on the meaning of work for old 
physicians will have special significance to 
many doctors, but all those who attend older 

persons can profit by this book. 
Epwarp J. Streciitz, M.D. 
Washington, D. C. 
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Hypertensive Diseases 


A. Schroeder, M.D., 1954. Phila- 
Lea & Febiger. 610 pages. $10.00. 
The author of this volume has had a vast 
experience in the field of hypertension, and 
was a pioneer in the development of the 
Hyphex treatment. 

The book deals exhaustively 
pathology of hypertension, its biochemistry, 
diagnosis, and treatment. Every phase of 
therapy is discussed, including a chapter on 
the rationale and methods of treatment with 
hexamethonium and Apresoline (Hyphex). 
Subject matter is presented in a clear, con- 
cise manner and the book is well illustrated 
with graphs and pictures, some in color. 

It should prove of great interest to inter 
nists, general practitioners, and everyone 
concerned in the field of hypertension. 
THOMAS ZIsKIN, M.D. 


Henry 
delphia : 


with the 


Minneapolis, Minnesota 
© 
Comroe’s Arthritis and 
Allied Conditions 
Edited by J. S. HoLtianper, M.D., 1953. 


Philadelphia: Lea & Febiger. 1103 pages. 


$16.00. 

This is a splendid book with the several 
chapters written by experts. It has been 
brought up to date with the discussion of the 
use of cortisone and ACTH. There are chap- 
ters on every known type of arthritis and 
good bibliographies. Certainly every phys- 
ician who has much to do with arthritis will 
want to have this volume. 


Watter C, AtvaArez, M.D. 




















IN CANCER PATIENTS 


THORAZINE* 


—relieves: 


by the potentiation of analgesics, narcotics and sedatives. 


| 
| intractable pain 


nausea and vomiting 


due either to the malignancy or distress-producing therapy. 


apprehension and anxiety 


associated with cancer and thus promotes a sense of well-being. 


From a study of ‘Thorazine’ in patients with far advanced cancer, 
Lucas et al. state: 

“Favorable effects included relief of pain, muscle spasm, 
nausea, vomiting, dyspnea, cough, restlessness, apprehen- 
sion . . . improvement in appetite, sleeping, strength, sense 
of well-being and decrease in need for narcotics.” 

Proc. Am. A. Cancer Research 1:30 (April) 1954 
Available in 10 mg., 25 mg. and 50 mg. tablets; 25 mg. ampuls 
(1 cc.) and 50 mg. ampuls (2 cc.). 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*Trademark for S.K.F.’s brand of chlorpromazine hydrochloride 


Chemically it is 10-(3-dimethylaminopropyl)-2-chlorphenothiazine hydrochloride. 












The Use of Chlorpromazine 
in Geriatrics 


T. H. Howe:t, J. A. P. Hartu, and M. 
Dierricu. The Practitioner 173 :172-173, 
1954. 

Chlorpromazine has been found effective in 
three problematic groups of aged patients 
those suffering from senile psychosis with 
restlessness and agitation, those with pain 
from advanced malignant disease, and those 
with gastrointestinal tract disease with severe 
vomiting. 

In a study of 50 patients at Queen’s 
Hospital, Croydon, England, 43 obtained 
considerable benefit. In 18 of 20 restless 
dements, the subjects became quieter, less 
agitated, and easier for the nurses to man- 
age. Eighteen of the 19 patients given chlor- 
promazine for pain relief admitted improve- 
ment, saying that although the pain was still 
there, it was no longer sO annoying or up- 
setting. Considerable relief was given to the 
vomiters even those suffering organic disease. 

The dosage used in aged patients is 25 mg 
given at 10:00 A.M. and 4:00 P.M. If noc- 
turnal pain is a major feature, the last dose 
is given when the patent settles to sleep. 


Dicests from Current Literature 





Torsion Movements of Arteriosclerotic 
Cerebral Arteries as a Factor in 
Transient Cerebral Disturbances 

Roy J. Popkin. Angiology 5:72-75, 1954. 
Sudden dilatation and torsion of sclerotic 
arteries, rather than spasm, may be the 
source of transient aphasia, paralysis, con- 
vulsive muscular twitching, and sensory dis- 
turbances of the elderly. Vessels normally 
run along the brain in smooth graceful 
curves with remarkably constant flow. As 
walls deteriorate, however, the artery dilates 
and lengthens, becoming twisted and angular. 
If cardiac arrhythmia or increased adrenal 
hormone augments blood volume, adjoining 
brain tissue is irritated, deprived of blood, or 
actually damaged as if by a blow. Parkin- 
sonian tremor may be due to pulsation of 
the anterior chori>idal artery. Adrenal in- 
fluence may be exaggerated either by faulty 
hemodynamics causing abnormal shift of 
blood to the brain, or by over rproduction of 
hormone with the natural fears, worries, and 
frustrations of old age. 


(Continued on page 552) 


S72 always in season 


MENLEY 
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Sprains and strains... 
Soreness and stiffness of muscles... 


Neuralgia, arthralgia and kindred 
rheumatic pains... 


Irritations and eruptions of the skin... 


cum Methyl Salicylate 


combinesthestimulating and metabolic effects 
of iodine in Iodex and the analgesic action 
of methyl salicylate. Skin absorption may be 
aided by massage, heat or iontophoresis. 


Samples and literature will be sent upon request. 


JAMES, LTD., 70 west 4oTtH st., N. Y. 18 








New advance in the treatment 
of 


















ACNE VULGARIS 


SEBORRHEIC ALOPECIA 


66 


Premarin. Lotion 


Conjugated Estrogens (equine) for topical application 


e Provides concentration of medication at site of desired action 
¢ Permits dosage control to eliminate possibility of side effects 


¢ Esthetically acceptable to both male and female patients 


Shapiro’ reports excellent results in 70 per cent of patients of both sexes 
treated with “Premarin” Lotion for refractory chronic acne of the 


9° 


scarring type. This worker* also reports control of scaling, itching of 
the scalp, and progressive hairfall particularly about the vertex in both 
men and women treated with “Premarin” Lotion. 

SUPPLIED: No. 875 —Bottles of 60 cc. Each cc. contains 1 mg. of 
estrogens in their naturally occurring, water-soluble conjugated form 
expressed as sodium estrone sulfate. For convenience of administration, 
the bottle closure incorporates a specially designed applicator. 
Literature available on request. 


1, Shapiro, I.: Postgrad. Med./5:503 (June) 1954. 
2. Shapiro, I.: J.M. Soc. New Jersey 50:17 (Jan.) 1953. 
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Because it is widely ~- Le 
throughout the world 


and has demonstrated its 

effectiveness in- rapidly 

controlling the great majority 

of common infections, 

this broad-spectrum 

antibiotic is prescribed 
with certainty by 


physicians the world over. 


ie @vyeer. 
CPrPe 


Supplied in the many convenient forms required 
in the practice of modern medicine: Capsules, 
Tablets (sugar coated). Pediatric Drops, 

Oral Suspension, Intravenous. Intramuscular, 
Ophthalmic (for solution) , Ophthalmic 
Ointment, Ointment (topical), Vaginal Tablets, 
Troches. Otic. Nasal, Aerosol, Soluble Tablets 
and Topical Powder. 








J | aad ® 
1 . q° J 4 7 rapid absorption 


BRAND OF OXYTETRACYCLINE wide distribution 


prompt response 


excellent toleration 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
DIVISION, CHAS. PFIZER & CO., INC. 































Dicests from Current Literature 
(Continued from page 548) 


The Thiersch Operation for 
Rectal Prolapse and Incontinence 


Ropert Turett. New York State J. Med. 
54 :794-795, 1954. 
The Dodd modification of the forgotten 


Thiersch operation is an effective palliative 
procedure for control and correction of anal 
incontinence and rectal prolapse in elderly 
patients. 

The preoperative preparation consists of 
nonresidue diet, daily cleansing of the colon, 
and oral Terramycin for several days. An 
inhalation or intravenous anesthetic is used 
in preference to local infiltration to avoid 
local sepsis. 

With the patient in the lithotomy position, 
a small incision is made anteriorly and pos- 
teriorly from the anal verge. Two large 
bore needles are inserted into the posterior 
wound deeply subcutaneously, hugging the 
anal sphincter musculature, and advanced 
anteriorly until the needle points protrude 
from the anterior wound. A U-shaped mal- 
leable silver wire is passed through both 
needles until the wire protrudes posteriorly. 
The needles are then withdrawn, leaving 
the wire in place. The wire is tightened, 
using a finger in the anal canal as a guide 
for tension. 


GERIATRICS 


Postoperatively Terramycin is continued 
and a regular diet is given. Digital rectal 
examinations are made every few days for 
early detection of fecal accumulation. The 
wire is left in as long as symptoms are re- 
lieved and no untoward incident develops. 


Correlated Serum Lipid Partitions and 
Lipoprotein Molecules in Patients 
80-100 Years of Age 


H. B. Emer, A. A. Gotpsioom, L. J. Boyp, 
I. CHAPMAN, and O, DeuTSCHBERGER, Bull. 
New York Acad. Med. 30:719-720, 1954. 

In a series of 75 patients, 80 to 100 years of 

age, none of whom had a history of metabolic 

or coronary disease, the serum lipids aver- 
age was lower than in the younger normal 
or atherosclerotic individual. The phospho- 
lipid, total cholesterol ratio (P./C. ratio) 
was less than 1.00 because of the lower level 
of phospholipids. In this age group, the 
sf 0-12, sf 12-400 lipoproteins and the athero- 
genic index were all lower than in the 65 to 

75 year old group. The cholesterol and the 

phospholipids remained unchanged. Electro- 

phoresis showed no relationship between the 
alpha and the beta lipoproteins. The amount 
of aortic calcification, as determined by 
x-ray examination, increased with age in 
both males and females, despite the decline 
of the atherogenic index. 

(Continued on page 554) 
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isolated from the Pancreas. 


INDICATIONS 


Wherever Lipotropic Therapy is indicated 


@ Angina Pectoris @ Hypertension 


@ Fat Infiltration @ Atherosclerosis 


@ Decholesterolization of tissue depots 


Literature on request 


Laboratories 





Lipotropic Therapy 
LIPO-K 


Containing the natural crystalline lipotropic factor 


VINCENT CHRISTINA, Director 


Photomicrograph of 
lipotropic factor 
crystals derived 
from pancrea. 





LIPO-K is supplied for intramuscular 
use in 10 and 30 cc. vials and capsules 
for oral administration. 


New Rochelle, N. Y. 
















































A, 
old feet” may or may not mean 


a “warm heart”, as the old saying has it. But 
it’s surely true that chronically 
cold feet are often a sign of low-grade 


peripheral vascular disease. 


For patients whose feet are “always cold”, 
RONIACOL — well-tolerated, long-acting 
vasodilator —is usually effective. 
Especially useful for prolonged 

therapy because there is little likelihood of 


severe flushes or other side reactions. 


R Information 


RONIACOL Elixir (50 mg per tspn) 5 xvi. Sig: 5 ii. t.i.d., p.c.* 
RONIACOL TARTRATE Tablets (50 mg) #100. Sig: Tabs ii t.i.d., p.c.* 
‘may be increased as required up to 800 mg daily. 


Roniacol® —brand of beta-pyridyl carbinol 





HOFFMANN-LA ROCHE INC ° ROCHE PARK ° NUTLEY 10 e NEW JERSEY 





DIGESTS from Current Literature 
(Continued from page 552) 


Simple Conditions of the Esophagus, 

Simulating Cancer 
R. H. Franxuin. Brit. M. J. 2:450-451, 1954. 
Four patients, aged 69 to 84, with dy sphagia 
of recent onset and x-ray evidence suspicious 
of esophageal carcinoma, were found to have 
simple benign conditions of the esophagus. 
Diagnosis of carcinoma was made by expe- 
rienced surgeons and radiologists, although 
the possibility of a benign lesion was enter- 
tained. 

An erroneous diagnosis of carcinoma may 
be made when confirmatory esophagoscopy 
is contraindicated. A second x-ray examina- 
tion should be made after the patient has 
been restricted to a fortified liquid diet for 
a few days. Some patients may need to be 
explored. 

One patient was explored and a chronic 
nonspecific esophagitis with stricture forma- 
tion was found without evidence of malig- 
nancy. The other 3 patients were not ex- 
plored and had periodic dilatation of the 
esophagus. All 3 had marked relief of dys- 
phagia and were able to swallow solid food 
and are believed to have had either cardio- 
spasm, esophageal stricture, or simple 
esophageal 


spasm. 








Metrazol tablets, 114, grs. 


GERIATRICS 


Dose: 





Changes in the Colonic Function and 
Use of Laxatives in the Aged 


New 


H. A. Rarsky and L. J. Honic. Ann. 
York Acad. Sc. 58 :513-519, 1954. 
Probably the most frequent physical com- 
plaint of old people is constipation. A psychic 
fixation is generally responsible, since weak 
laxatives or even placebos are effective, al- 
though most patients prefer their accustomed 
irritant drug. Dysfunction may result from 
an improper diet, inadequate fluid intake, 
nervous tension, neglect of the call to stool, 
lack of exercise, colonic atony, or actual 
lesions. Most difficult to manage are condi- 

tions brought on by a cathartic habit. 

Atonic constipation may be relieved by 
adequate amounts of fruits, vegetables, and 
salads. Regular hours should be set for 
meals and evacuation. Up to 3 liters of fluids 
may be required daily. Throughout reedu- 
cation, cathartics should be withheld, save 
from the very feeble or bedridden. 

In antispasmodic therapy, 1.3 to 2.5 mg. 
of homatropine methylbromide may be given 
4 times daily, or small doses of phenobarbital 
or chloral hydrate. Methylcellulose is pre- 
scribed for irritable bowels. Evacuation may 
be aided by 15 mg. of neostigmine 3 times 
daily, by Peristaltin, a form of cascara, or 
by dehydrocholic acid at mealtime. 


(Continued on page 556) 





oral ‘Metrazol 


— to help the geriatric patient with early or 
advanced signs of mental confusion attain a 
more optimistic outlook on life, to be more 
cooperative and alert, often with improve 
ment in appetite and sleep pattern. 
Metrazol, 
creases respiratory and circulatory efficiency 
without 
effect. 


a centrally acting stimulant, in- 


over-excitation or hypertensive 


114 to 3 grains, 1 or 2 teaspoonfuls Liquidum, 


> the tablets, every three or four hours. 


(100 mg.) each. Metrazol Liquidum, a wine-like flavored 15 per 


cent alcoholic elixir containing 100 mg. Metrazol and 1 mg. thiamine HCI per teaspoonful. 


Metrazol®, brand of pentylenetetrazol, a product of E. Bilhuber, Ine. 





BILHUBER-KNOLL CORP. distributor 
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TRULY THERAPEUTIC 
LIPOTROPIC DOSAGE 


Choline chloride ...c:cccnssssscsscscseecscetse 240 mg. 
(equivalent to choline dihydrogen 
citrate 500 mg.) 


NIGOBIION ys cassicntcssnccsseetrrnnsenccouneed 200 mg. 


To assure your patients more effec- 
tive lipotropic therapy with much 
greater freedom from gastric disturb- 
ance, the Gericaps formula provides 
synergistic proportions of choline and 
inositol to afford lipotropic activity 
approximating one gram of choline 
dihydrogen citrate. 





PLUS 


Ascorbic acid 12.5 mg. 
Rutin 20 mg. 
To prevent and correct the capillary 
fault frequently encountered. 

















MURINE Pa iokccisessaceesacay<costesseselssens 1000 units 
Thiamine hydrochloride ..........ssseee 1 mg. 
Riboflavin 1 mg. 
Niaci id 4 mg. 
Pyridoxine hydrochloride .... .» 0.25 mg. 
Calcium pantothenate ..........ccsseeeeeee 1 mg. 





To compensate for shortages in fat- 
restricted diets. 


Indicated particularly in cirrhosis, atherosclerosis, coronary 
artery disease, diabetes. Usual dosage 2 capsules t.i.d. 


Supplied in bottles of 100. 


Complete clinical data on request 


SHERMAN LABoRargritS 


provroeicalrs . PMARmaceyricArd® 


winosor 


DETROIT 15 wicy 
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Dicests from Current Literature 
(Continued from page 554) 


Employment of the Aging— 
Appraising the Barriers 


CHRISTOPHER Lecco. Indust. Med. 23 :73-74, 
1954. 
The trend in industry may be increasingly 


to reject for employment ‘persons with the 
potentially more severe physical defects of 
advancing age in spite of the fact that ex- 
ecutives, individuals, believe aging people 
can and should be usefully employed. 

This discrepancy is caused by the em- 
ployer’s fear of a workmen’s compensation 
claim under the “aggravation of a pre- 
existing condition” clause. Under this clause, 
trivial trauma may be held responsible for 
death or permanent disability from already 
well established disease or infirmity. 

A second barrier to employment is the 
ability of the aged to perform manual work. 
The irreversible changes of age dictate les- 
sening of physical activity. Fortunate persons 
may be located where there is an easy trans- 
fer to less arduous duties because of the 
availability of lighter jobs. Education, ex- 
cast others in assign- 
and comfortably performed de- 
advancing years. 


perience, and seniority 
ments safely 
spite 


GERIATRICS 





Carcinoma of the Rectum 
at Advanced Age 


North 


RicH Arp B. Catteti. S, Clin. Amer- 

ica 34:721-727, 1954. 

Abdominoperineal resection of rectal cancer 
may be warranted even in the ninth decade, if 
lesions are not too far advanced. The main 
object is to provide the greatest possible 
comfort for remaining life. The patient 
should be fairly active and alert, able to care 
for himself, and willing to have a permanent 
colostomy, 

However, the family is warned that oper- 
ative mortality is 25 to 35 per cent. The 
tumor should not infiltrate the pelvis or have 
demonstrable metastases. With fair exercise 
tolerance, heart disease need not be a con- 
traindication. 

Preparation of the bowel includes a ca- 
thartic and two days of colonic irrigations 
with neomycin or similar therapy. Activity 
is continued. Spinal anesthesia may be em- 
ployed, or nitrous oxide and oxygen with 
succinylcholine hydrochloride for relaxation. 
Abdominoperineal resection is done in one 
stage, closing the wound with nonabsorbable 
sutures. Legs are bandaged immediately. 
An indwelling catheter is utilized for a 
week after operation, but ambulation usually 
starts within two days. 


Angina pectoris 
prevention 


\4 
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The new 
prevention, the new low-dose, long-acting 
drug— 
gram for milligram, and better tolerated, 
METAMINE prevents attacks or greatly 
diminishes their 
Dosage: 1 tablet (2 mg.) after each meal; 
1-2 tablets at bedtime. 


strategy in angina pectoris is 


MeETAMINE. Most effective milli- 


number and _ severity. 


Thos. Leeming od Co Inc. 


155 East 44TH Street, New York 17, N.Y. 


Metamine 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


Bottles of 50 and 500. 


To help make life 


more en joyable 


for aging patients 


There are probably many of your geri- 
atric patients with small, fixed incomes, 
an unwillingness to spend time in food 
preparation, and little or no cooking and 
storage facilities. For them, eating is a 
chore rather than a pleasure . . . and they 
are likely not to be so faithful in follow- 
ing your recommendations. 


Gerber’s Strained or Junior (Chopped) 
Foods can help overcome these obstacles. 
Gerber’s are easy to buy, to store, to pre- 
pare. Sold in convenient sizes, Gerber’s 
are available the year ‘round at practi- 





cally all independent and chain grocery 
stores. 

Gerber’s are wholesome—but economi- 
cal. Even with their high quality, Gerber’s 
average less in price than comparable 
foods prepared at home. 

Added enjoyment 
through Gerber’s easy- 
to-prepare “Recipes for 
Special Diets.” For FREE 
COPIES of this booklet, 
write on your letterhead 
to Dept. JG11-4, Fremont, 
Michigan. 


Gerber’s 


4 CEREALS 





PECEP TS» 
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SGU: 60 STRAINED & JUNIOR MEATS, 
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Mephate, Robins Relieved 
Supposed Migraine 


Headache resulting from muscle spasm is 
commonly confused with migraine. Dr. 
R. N. Frohner, Great Falls, Montana, re- 
ports on the treatment of 24 of these “ten- 
sion headaches” with mephenesin and 
glutamic acid hydrochloride in the form 
of Mephate, Robins. Twelve experienced 
complete relief without recurrence of head- 
ache or muscle spasm and 7 others ob- 
served definite relief. Psychiatric factors 
of long standing were present in 5 cases, 
which received only inconstant relief. 

Explaining the confusion between mi- 
graine headaches and those caused by 
muscle spasm, Dr. Frohner says that “each 
may be severe, unilateral, often accom- 
panied by nausea and generally refractory 
to use of simple analgesics.” However, 
muscle tension headaches may persist for 
days or weeks while migraine is intermit- 
tent. In a survey of 200 patients, only 25 
per cent had migraine, Dr. Frohner found. 
The remainder had variants of tension 
headaches, and in some of these muscle 
spasm was present. 

Dr. Frohner that 0.25 gm. 
mephenesin with 0.30 gm. glutamic acid 
hydrochloride in capsule form (Mephate) 
made by A. H. Robins Company, Incor- 
porated, Richmond, Virginia, provides 
rapid absorption from the gastrointestinal 
tract with no side effects, even with the 
largest doses. 


states 


Unusual Electrical Method of 
Measuring Wound Healing 
Suggests Chlorophyll Derivatives 
Give Best Results 


An unusual “bioelectrical” method of 
measuring the rate at which wounds heal 
has been used to study the effectiveness of 
many drugs and dressings. The scientist 
who developed the method has found that 
“chlorophyll derivatives appear to give the 
best results” in accelerating the healing of 
wounds. Composed of water-soluble de- 
rivatives of chlorophylla, Chloresium 
(Rystan) was the chlorophyll preparation 
employed. 

As described by the “bioelectrical” meth- 
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od, minor abrasions are first inflicted ex- 
perimentally on the fingertips of healthy 
people. Then the electrical potential of the 
wounds is measured by dipping the finger- 
tips into cups of saline. The cups are con- 
nected by salt bridges to the electrodes, 
leading to a potentiometer. As the healing 
progresses, the wound potential is seen to 
fall. The electrical method is said to offer 
many advantages over the “visual inspec- 
tion” method, used many years ago and 
periodically re-evaluated. 

A major purpose of the recent studies 
was to determine the retarding or acceler- 
ating effect of numerous dressings and 
drugs on the rate of healing. Chlorophyll 
derivatives appeared to be the most effec- 
tive of all the preparations used to treat 
the wounds. To date the average rate of 
healing is 2.64 per cent with 0.5 per 
cent Chloresium N.N.R. compared with 
1.58 per cent per hour for controls treated 
with the ointment vehicles without chloro- 
phyll,” is the report. Enough experiments 
have been conducted to make the results 
“statistically significant.” 


Upjohn Offers Three New Products 
for Gastrointestinal Disturbances 


Three new products for relief of gastro- 
intestinal disturbances, including a new 
form of the anti-ulcer drug, Pamine Bro- 
mide, have been announced by The Up- 
john Company, Kalamazoo, Michigan. 
Previously available only in tablet form, 
Pamine Bromide is now offered also as a 
pleasant-tasting syrup, allowing the phys- 
ician greater dosage flexibility to meet 
individual patient needs. Pamine combined 
with phenobarbital is being made avail- 
able in dosages suitable for infants, and is 
recommended for treatment of the wide 
variety of gastrointestinal disturbances in- 
cluded in the term “colic,” and in cases of 
pylorospasm in infants when pyloric 
stenosis has not been definitely established. 
Administration is by dropper. The third 
new product, Alkets, an antacid combina- 
tion, is designed as an adjunct to the firm’s 
Pamine products. Available in tablet form, 
Alkets contains calcium carbonate, mag- 
nesium carbonate, and magnesium oxide. 

















one dose 
lasts 







2 to 4: weeks 





Depo-lestosterone 


Trademark Reg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 





Each ce. contains: 

Testosterone Cyclopentylpropionate 
: 50 mg. or 100 mg. 

Chlorobutanol 5 mg. 

Cottonseed Oil __.. q.s. 


50 mg. per ce. available in 10 ce. vials 


100 mg. per ce. available in 1 ce. and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 













FOR 
Accurate Control 


of thyroid dosage, prescribe— 


Synthroid. 


(Crystalline Na-L-thyroxine) 


crystalline-pure 7 uniformly absorbed 


Synthroid 


Sodium L-Thyroxine 


uniformly active pe oma § @ Single substance 
equivalent te approximately 
1 groin thyrond U.S. P. 


TRAVENOL LABORATOR 
ORTON GROVE, 1LIMO) 





Because Synthroid tablets contain only the 
active principle of the thyroid gland, 
individualized dosage can now be accurately 
determined and maintained 


Available in bottles of 100 tablets (scored) 
in 0.05, 0.1 and 0.2 mg. strengths 


For free sample, merely write ' Synthroid” TRAVENOL LABORATORIES, INC. 
on your Rx and mail to— 


Subsidiary of Baxter Laboratories, Inc. 
MORTON GROVE, ILLINOIS 




















Through its three-fold action in arthritis...relief of pain, improvement of function, and reso- 
lution of inflammation... BUTAZOLIDIN contributes significantly to the rehabilitation of the 
arthritic patient. 


In addition to its marked therapeutic effectiveness, the advantages of BUTAZOLIDIN include: 
Wide Scope of Usefulness—effective in the most crippling and chronic arthritides. 
Persistence of Effect —does not provoke tolerance on continued usage. 


Nonhormonal in Character— the therapeutic action of BUTAZOLIDIN is not mediated through 
the pituitary-adrenocortical axis. 

Burazo.ipDIN being a potent agent, the physician should carefully select candidates for treatment and 
promptly adjust dosage to the minimal individual requirement. Patients should be regularly examined 
during treatment, and the drug discontinued should side reactions develop. 


Detailed literature on request. 


ButazouipiNn® (brand of phenylbutazone): Red sugar-coated tablets of 100 mg. 


‘ in artbritis and allied disorders 


BUTAZOLIDIN 


(brand of phenylbutazone) 





nonhormonal anti-arthritic 


relieves pain « improves function « resolves inflammation 
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GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 


In Canada : 





Geigy Pharmaceuticals, Montreal 
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AGING CHANGES THE BONE PICTURE 


TIBIA, 


magnified 
sagittal 
section 





Estrogen and androgen are vitally concerned with the preparation and 
recalcification of bone matrix, and this readily explains why declining 
sex hormone production associated with aging so frequently leads to 
postmenopausal and senile osteoporosis. Note typical atrophic changes 
characteristic of postmenopausal osteoporosis (fig. 1), in contrast to 
normal bone matrix (fig. 2). 


Not generally realized is that some degree of osteoporosis is almost 
“physiologic” after the menopause, and that this bone disorder is present 
clinically in about 10 per cent of all women over 50 years of age.* 


With combined estrogen-androgen therapy, pain in the spine and other 
bones is markedly relieved in a matter of weeks or months. The prognosis 
for bone recalcification, following extended periods of treatment, is 
good.* 


Estrogen and androgen as combined in “Premarin” with Methyltes- 
tosterone provide a dual approach for maximum efficiency in treating 
osteoporosis. A brochure outlining full details of therapy is available 


on request. 
*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of 
Internal Medicine, Philadelphia, The Blakiston Company, 1950, p. 655. 


“Premarin” with Methyltestosterone is supplied in two potencies: the yellow 
tablet (No. 879) contains 1.25 mg. of conjugated estrogens equine and 10 
mg. of methyltestosterone; the red tablet (No. 878) contains 0.625 mg. and 
5 oe. respectively. Both potencies are available in bottles of 100 and 1,000 
tablets. 


“PREMARIN. with METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


Ayerst Laboratories © New York, N. Y., Montreal, Canada 
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Cn se ee 


@ LIVITAMIN® with IRON 


each fluidounce contains: 


tron Peptonized.............. 
csanwe 420 mg. 


(Equiv. in elemental iron to 70 mg.) 
Manganese Citrate, Soluble.. 


ovens 158 mg. 

Thiamine Hydrochloride....... 
errr 10 mg. 

Ce Se EEE OF POPE E EES 
éasiews 10 mg. 

Vitamin B 12 (Crystalline)..... 
ocean 20 mcgm. 

PIGCHMOMIEG os eceescecdvece 
eeeees 50 mg. 

Pyridoxine Hydrochloride...... 
Severe mg. 


LIVITAMIN® CAPSULES with 
INTRINSIC FACTOR 

each capsule contains: 
Oesiccated Liver............. 
ceuse® 450 mg. 


FOCEORE, SANAG 6 os iidncacans 
Scheu 130 mg. 
(Equiv. to 25 mg. of elemental iron) 
Thiamine Hydrochloride..... : 
3 mg 


Sesser 10 mg. 
WRG GE sic escsdsconnee 
Soseee 5 mcgm. 


Intrinsic Factor USP.......... 
eves 1/6 Unit 


G,&. MASSENGILL 


IVITAMIN 


debilitating syndrome 
ANEMIA is usually a symptom, but present also are anorexia, 
anoxia, hypothermia, hypotonia and poor utilization. Often a 
finicky diet will aggravate the general asthenia. 


e e e SYNDROME THERAPY IS LOGICAL... 
Fortified Iron therapy in the Livitamin formula treats the entire 
syndrome. Improved appetite and blood picture, better digestion 


and anabolism are part of the corrective process. 


LIVITAMIN with INTRINSIC FACTOR 
The pernicious anemia patient and many aging people are de- 
ficient in intrinsic factor. For these patients, special Livitamin 
Capsules have been fortified with adequate intrinsic factor, 
USP, to help provide full utilization of the antianemic factors 
in the Livitamin formula. 


THE RECONSTRUCTIVE IRON TONIC OF 


WIDE APPLICATION 
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“You say your wife’s raving mad since 











I told her to give up coffee?” 


MOST «COFFEE NERVES” CASES 
don’t get violent—but they get pretty 


upset when told to give up coffee! 


The ideal coffee substitute is Instant 
Postum—a_ delicious. satisfying hot 
beverage. It has a fine. rich flavor—yet 
contains absolutely no caffein. 

Made of whole wheat and_ bran. 
roasted and slightly sweetened, the In- 


stant Postum in an average cupful con- 


Instant Postum 


No caffein 


Another fine product of General Foods 


tains only 10 mg. sodium. only 16 
calories. 

WHY NOT SUGGEST Instant Postum 
to those patients affected by the caffein 
in coffee? It costs less than a penny 
a cup. 

For a gift supply of Instant Postum, 
just write to: Postum, Dept. G 11, Battle 
Creek, Mich. (Offer good in U.S. only, 
expires May 31, 1955.) 









ON THE JOB... 


.. AND AT PLAY 


Gratifying relief from painful urinary symptoms 


PYRIDIUNM 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes after ingestion, the sooth- 
ing, colorful action of PyripiuM allays physically 
and psychologically the acute dysuria, urgency 
and frequency that accompany pyelonephritis, 
cystitis, prostatitis and urethritis.! 

PyRIDIUM is non-toxic and compatible with 
sulfonamides and antibiotics. Thus, its concomi- 
tant use with antibacterials poses no additional 
problem in medical management. 


1. Fetter, T.R., Delaware State Med. J. 
Nov. 1953. 


25 :309, 


SUPPLIED: 0.1 Gm. (1% gr.) tablets, in vials of 
12 and bottles of 50. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 











This New McGuire Urinal Weighs Only 3 Ounces 
Has Never-leak Penile Sheath Easily Cut to Fit 


Incontinent patients welcome this new, light- 
weight, comfortable McGuire Urinal that won't 
leak even when they are sitting or lying down. 


The elastic supporter fits comfortably without belts 
or buckles to adjust. 


Leakage is prevented by the conical-shaped penile 
sheath which can be cut with a pair of scissors to the 
proper size for perfect fit and comfort. 


Bunts reports that the new McGuire Urinal ‘‘has 
been most satisfactory in the care of the paraplegic 
and other patients with true or pseudo inconti- 
nence.”’! 


The capacity of the McGuire Urinal is 5 ounces. 
When additional capacity is needed, any standard 
Bard Leg Bag can be easily attached to the threaded 
opening at the bottom of the urinal. For night use 
or bedside drainage, a rubber tube with threaded 
fitting is available. 


3 BELT SIZES ARE AVAILABLE 

508S for waist size 26” to 32” 

508M —— for waist size 32” to 38” 

508L for waist size 38” to 44” 
Retail Price $8.50 


1. Bunts, R. Carl: A Practical 
Apparatus for Urinary 
Incontinence, J. Urol., 70:555 
(Sept.) 1953. 


rh 





Two Methods that 
Solve Leakage Problem 


e McGUIRE URINAL 


a CUNNINGHAM CLAMP 


Figure 1. Avoids 
discomfort by 
proper contour, 
rubber pads and 
ratchet catch. 





Figure 2. 
Easily shaped 
by hand 

to give desired 
contour. 





EFFECTIVE FOR MALE PATIENTS OF ALL AGES 


Enuresis of male patients is easily controlled 
by this lightweight Cunningham Clamp. The 
rubber covered malleable frame may be shaped 
by hand. This permits proper adjustment for 
any size organ. Comfort is provided by the soft 
sponge-rubber pads. The metal catch guards 
against accidental opening. 


405L — Large $3.75 405R — Regular $3.00 
405) — Juvenile $3.75 


Order from Your Surgical Supply Dealer 
Write for Bard Catalog of Urological Appliances 


‘N 
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GOOD FOR “ 


GRANDMA, py 2) 


Borcherat 






A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 





—_ soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, lL. J. and Frederik, W. S.;: Malt 


atten tele ogi en BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
ee nee eee ee Sample 217 N. Wolcott Ave. ° Chicago 12, Ill. 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 


@eeeeeveeaeeeee ee eee eeeeeeeeeeeeeeeeeeeeee eeeeeeeeeeeeeeeeeeeeee @ 


Ger Especially for Elderly Patients — 
j/ CHRONIC URINARY INFECTION 


Better Control with 
Less Control... 





 Non-Toxic A sclt-acidlifying mathonamine uri- 
i We Brug Pedteen mary antiseptic aren high dosage 
ie Bins: Ihe Givedk ier without toxicity. Quickly soothes in- 

Long Periods of Time flamed mucosa. Bacteriostatic against 
E. Coli, S. Albus, S. Aureus. Requires 
no periodic blood tests, etc. May be 


(Sample Prescription) 


prescribed alone or with suitable anti- 
spasmodics and sedatives as individu- 
ally required—tr. belladonna, tr. hy- 
oscyamus, phenobarbital, etc. Espe- 


cially useful for older patients. 


ramen 4 pas, 
; EE SEND FOR 
J l i SAMPLES 























Cobbe Phar. Div. — BORCHERDT MALT EXTRACT CO. 
217 N. WOLCOTT AVE. 33 CHICAGO 12, ILLINOIS 


5S7A 
































Occupational Therapy 
has its own fully staffed 
and equipped building 
at Hall-Brooke. This 
private psychiatric hos- 
pital ianadiatincs active treatment, with analytically-oriented psycho- 
therapy, and the various somatic therapies. 


Hall-Brooke 


Greens Farms, nox 31, Connecticut 
Telephone: Westport, CApital 7-5105 


George S. Hughes, M.D., Medical Director Heide F. Bernard 
Leo H. Berman, M.D., Clinical Director Samuel Bernard 





Administrators 

















“To keep you 
posted, Doctor... 


on up-to-date techniques for detecting and treating cancer, we 
have @ @ ®@ 

@ @ @ inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available onloan @ @ ®@ 

@ @ @ our monthly publication, “Cancer Current 
Literature,” an index to articles on neoplastic diseases from 
American and foreign journals. 





For information about these 
and other materials, write 





your state Division of the 


American Cancer Society 
































It you could “take apart” 


a droplet of KONDREMUL 


mineral oil emulsion... 





-you would find it 


different because 


each microscopic oil globule is encased in a tough, 
indigestible film of Irish moss for perfect 
emulsification and complete mixing with the stool. 


JOIN DIRE AWOL 


KONDREMUL Plain —containing 55% 
mineral oil; bottles of 1 pt. 

Also available: KONDREMUL With 
Cascara (0.66 Gm. per tablespoon), 
bottles of 14 fl. oz; KONDREMUL 
With Phenolphthalein (0.13 Gm. 

per tablespoon), bottles of 1 pt. 





COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


for chronic constipation 


highly penetrant... highly demulcent... 
highly palatable—no danger of oil 
leakage or interference with absorption 
of nutrients when taken as directed 


THE E.L.PATCH COMPANY 


STONEHAM, MASSACHUSETTS 















for sedation 


tranquilization without hypnosis 


LAU-SED 


SQUIBB RESERPINE 


the chief sedative alkaloid 
of rauwolfia 


0.1 and 0.25 mg. tablets, 
bottles of 100 and 1,000. 
0.5 mg. tablets, 

bottles of 50 and 500. 





um hypertension 
XAUDIXIN 


SQUIBB RAUWOLFIA 


contains all the alkaloids 
of rauwolfia 


50 and 100 mg. tablets, 
bottles of 100 and 1,000. 


SQUIBB 


“'RAU-SED AND “'RAUDIXIN’’ ARE SQUIBB TRADEMARKS 

















FORMUI 


Pontocaine® hydrochloride 
Neo-Synephrine® hydrochloride 
Sulfamylon® hydrochloride 
Bismuth subgallate 
Balsam of Peru. .. 


With PNS Suppositories pain is quickly 
brought under control; swelling and 
inflammation are reduced; infection is 
combated, Indicated for the relief and 
symptomatic treatment of uncomplicated 
hemorrhoids; before and after hemor- 
rhoidectomy or sclerosing therapy. 


Boxes of 12 


Ai: Each suppository contains the following in a cacao butter base: 


Effectiveness in Hemorrhoids... 


RELIEVES PAIN, 
ENGORGEMENT 
AND INFECTION 





... Anesthetic 
...Decongestant 


...Anti-Infective 


Greater comfort in hemorrhoidal and simple 
inflammatory rectal conditions is now possible 
with PNS Suppositories—a combination of 
anesthetic, decongestive and bactericidal 


ingredients. 


Yiuithtios Si 


Cb - nc. 


NEW YORK \18, N.Y. * WINDSOR, ONT. 





New Dietary Adjunct 
in Ulcer Therapy 


MULL-SOY. 


[Pioneer Soy Food] Powdered 


rn — e 
Fa 
Mm) COUNCIL ON 
Fa\ FOODS AND jFe 
EA. NUTRITION /& 


4 ‘s 
4 rw 
MEDICAL Bo 


1. Burke, J. O., and Regan, 
W. R.: Internat. Rec. Med. 
Sept., 1954, 


gy 9:190, 1951. 
5. Editorial: Pennsylvani 
M. 57:357 


57:357, 1954. 


Bordens 


® 


Comparable to milk-and-cream in “influencing 

the concentration of gastric acidity,” according toa 
recent study analyzing pH and free HCl concentration 
of stomach aspirate obtained from 12 hospitalized 
ulcer patients.! 


Reported to be “noticeably more soothing [than milk] 
to the upper gastrointestinal tract and seemingly 
easier to digest’”— in a recent clinical review 

on control of stomach pain.’ 

Exhibits a prompt, sustained buffering action 
comparable to or better than milk, and is particularly 
nonirritating, because it forms no curds with 
digestive enzymes and only finely divided curds on 
contact with gastric acid.’ 

Nutritionally comparable to cow’s milk, particularly 
in respect to protein, as evidenced by serum protein 
determinations on MULL-SOY-fed infants.‘ 

A wholly vegetable source of protein, fat, and 
carbohydrate — useful whenever high intake of 
animal fats may be contraindicated.® 

Easy to prepare — pleasant to take — costs about the 
same as bottled milk and considerably less than 
milk-and-cream. Available to your patients at all 
drug outlets in 1-lb. tins. Usual dilution: 1 level 
tablespoon to 2 fl. oz. of water. 


Samples of MULL-SOY Powdered, and professional 
literature, are available to physicians on request. 


PRESCRIPTION PRODUCTS DIVISION %) 
350 Madison Avenue, New York 17 a 





? 


